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1 has been prepare1 in connection with rtri initial evaluation

contrac to appraise TWI Mental alth Programs seven year afte7 their formal

10.73-312) As

Of about three

pr g ams In the eight ma,lor Areas: One ouitandin, one eve te, and one new

or oth w1e rtru1ing . Administrati 1 Chiefs of Mental iealtb and

their staffs found it impossible to participate in such a selection end instead

the titaff has been required to inform them5elvea about over 90 r,rogra and

preaertt their tindLng about each as objectively as possible.

The chapter for each Area foliowe a standard arrengenent of info

varying tn detail as the Area development indi ates. There Is first a descrip
,

tiOt of the geographic and cultural context within which Area programs and

1ntroductin into the system in 1966. (Mil Cor

originally conceived the report wns to h hated upon

Ito,

Service Units vork. Secondly, thera it a reporting of the historical roots of

mental health activities in the Area as far back in time as it has been possible

to find evidence of them. In ee In5ta.nce this is coincidental vith the form

&thin of IPS in 1955, but in most it anpeara a few years before introduction

of form 1 budg tted mental health staff. The Latter sections of the report

develop in chronological order (usually in tws year segments ) the personnel

and activity of the Kett 1 Health programs for the Area. Unique and special

programs are presented in detail. Finally, an Overview and summary of acbieve.

ments and problems :yet to be resolved concludes the description othc

whi h vas completed as of the spring of 2973.

The concluding chanter of the report and the extensive sections on

inpatient programs will le of interest to all Areas. It is also hoped that

staff in one Area will find it of value to see vbat other Areas have done

or are facing in the way of similar problems. and differing ones. Hovey

when need arises, or interest is focused on only one Area it is hoped thst

that chapter mecr be used as an indetendent unit.
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PORTLAND AR1A THS MENTAL UEALTII rwca A!,

A. Early Histor

1966-197:1

T. THE CONTEXT

n Territory

The Portland Area of THS has 12 Service Units, located in three states:

Oregon, ;- hington and Idaho. This three state A ea was known as the Oregon

Territory, and is diagonally bisected by the Oregon t a 1 of 1805. (US 80

and 15). In the 1600 and 1700`a Spanish, Ru- ian, English and American sea

Captains had touched the Coast. However until about 1824 tha antire area

was claimed by RussIa s part of her holdings cntra1Ized in Alas but

extending at one ti e into Northern California. In 1823 and 24 as a resu t

of treaties between England and the US, Russia relinquished Czarist claims

to any territory south of the Alaska panhandle at 54 degrees 40 minutes N.

Until 1846 the entire Oregon T. ritory was jointly claimed and settled by

both the US and Canada. A final treaty negotiated under Pri-ident Polk

fixed the 49th parallel as the Canadian Southern oinidary from _he Great

Lakes to the coast, but ceded Vancouver Island to the British. The 42nd

parallel divided the Oregon Territory from CalIfornia.

The earliest American settlement -f this territory began around

1811 with Jacob Astor's establIshment of a port and trading center at

Astoria on the Oregon coast. A rival Hudson's Bay Co. Canadian trading

post at Vancouver, on the No th Bank of the Columbia embodied British claims,

d control of the fr trade balanced, sornetime5 precariously, between the

wo nat
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Tly the 830's Anerican Ni loiries beytn the first permanent

settlements in the Will n t e valley and along the Oregon trail 'ear

what s flow Walla Walla Wahingtan. These se-tlements became waystations

for westward emigrants, and provoked clohes with the tribes of the interior

and same locally pro inent massacres in retaliation.

These uprisings ho -ver did not cause permanent di ulties, and the

first state formed out of the Territory was Oregon, admitted to the Union

on Valentinets Day 1859. The State of Washington developed more slowly.

and was admitted 30 years later on November 11, 1389. The remainin

portion of Oregon Territory became the state of Idaho in 1899, and some

of its irre ular shape is said to De due to the earlier definition of

states on either side.

B.00 ra hnTribal Charactris tIcs

Although not ordinarily considered a unit today, there are geographic

as well as historic reasons for forming an Area from these three states.

They share a number of geologic regions, especially the Mountain ranges

along their Eastern and Western boundaries, and the Colu bia Plateau lying

between. Along the Pacific Coast are the rolling hills of the Coast range,

punctuated by older higher peaks of volcanic origin. These are most notice-

able where the Klamath Mountains of the so, thern Oregon Coast lead abruptly

into cliffs at the

Olympics of the no

which might be con

Co st line, and merge with the Cascades inland. The

thern Washington Peninsula are dramatic snowcapped peaks,

id red part of the Cascades. They still retain most of

their wilderness and primitIve characteristics. A narrow coastal plain

creates a margin in the Puget Sound area that su rounds the Olympics.

1 1
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been " reduc-

thelr reser

44,41

g noth ng valuable but the tidewaters aroun

icri, and a short portion of beach access to the Bay".

They have developed commercial techniques of rai ing oysters and fish

through a sophisticated system of aqualture which has gained nation 2

attentimn la the last three years. These Coastal Salish tribes are in

close contact and exchange with sinilar Canadian tribes along the bays

and rivers of British Colunbia. War canoe competitions, ceremoniai

gatherings, tribal initiations mnd other contacts are frequent. The

Lummi culture is related to that of the Northwest Coastal Indla of

Canada and Alaika as well as the tnlmnd Salish tribes of British Columbia,

Western Washington, Idaho mad Kmatana.

Al4 g the Northern Was'hington Ocean Coast the Service Units at

Neah Bay serve the Makah, Quillette and Lower flash Reservations. The

7ahola Service Unit on the Quinalt Reservation also serves snialler tribes

suMh as those at Mob and Showalter. These tribes are also part of the No la-

vest Coastal culture often identified by its use of totem poles aad. _a den

Louses and-large canoes. They oace had highly developed social stratifi-

cations ttat included slave-holding arid well developed ocean-related,

erce centering around vhaleing. These tribes, together with those

he Lummd Service tait, represent the southernmost extension of this

cuJ.tijre complex hich is also found in Alaska Area along the "panhandle".

The availability of water transportation routes between islands and coastal

cr river communities unites these Northern and Southern extreme_ with the

related Canadian clusters that lay between US poiats of contact.

The Puget Lowlands extend South as.a narrow valley with some

hills, and connects with ale Willarnette valley in Oregon. Portland,

located near the 1 Mon of the-Willmmette and Columbia Rivers is the main

city south of the Seattle and its cluster of neighboring ports. Alth

15



there ere urban Indian populations in both the Seattle and Po tland

metropolitan areas, there are no reservations, and formal delivery of

health or other services have only recently been con idered federal

resp neibility. Some services are tresently in the process of negotia-

tion however, and the area Mental Health staff is consulting in the

development of proposes and contracts. Chenawa Indian School a BIA

Boarding School for grades 9 12 is located rear Salm, Or gon in the

Willamette Valley, not quite 100 miles south of Portland.

Just east of Portland, and runaing North and South from Canada

to California is the'Cascade Mountain Range. These are dramatic vol-

canic peaks- rising snow,capped to 12and 14,000 feet. Among the fantous

peaks are Mount Baker and Mount Rainer visible from Seattle; Mount Adams

feirhich in 1972 was In large part returned to the Yakima Indians who deem

it of sacred importance); Meant Hood near Portland and Crater Lake in

Southern Oregon, formed by waters that filled a crater of one of the

extinct volcanoes. In Northern California Mount Shasta and Mount Lassen

are also well known.

There are two large reservations that are mainly in the.Cascades,

and both lie along the eastern slopes of the mountains. These are the

Yakima Reservation in Southern Washington, and the Warn Springs Reservation

in North Central Oregon. The Yakima Reservation is the home not only of

the 'Yakima tribe who have always been based in this vicinity, but of 13

other tribes Or subdivisions of tribes who were forced to cede their lands

further west. The Warm Springs Rese- ation is similarly the home of not

only the original Warm Springs tribe, but also tile Wasco and some of the

Northern Paiute bands. These tribes, unlike the coastal groups, had come

in contact with the horse, a d were participants in a hunting culture much

like ttat of the central plains of the -iddle western United States.

113



As a part of the geologic his :ry the Cascades, during their period

of activity as volcanoes, spewed out a tremendous flow of lava which covers

the major part of Eastern Oregon, Washington, and Southwestern Idaho. This

fairly hie, country is known as the Columbia Plateau, and is characterized

by sage brush and grass that makes excellent grazing country and now is

also utilized for wheat on a fairly large scale in some p tions. It is char-

acteristically horse country: One range of hills is named on naps as "Horse

Heaven." The sane characteristices that make it ideal for horses and cattle

now, in the past supported buffalo, antelope and other herd animals. There

aranuMbrous mineral and hot springs, and the soft lava is cut by deep gorges,

the most famous of which is probably Hell canyon, where the Snake riler

has cut down 8,000 feet along the border between Oregon and Idaho. There

are a few older mountains that were not completely submerged hy the lava

flows. Among these are the Blue Mountains in the western reaches of Oregon

near the Umatilla Reservation.

The Umatilla Reservation contains the Umatilla and Walla Walla tribes,

es well as the Cayuse, whose akill with horses gave their name to tough

Indian ponies used by cowboys throughout the West.

Located ontlesColumbia Plateau are not mnly the Umatilla Reservation

but the Spokane, Colville, and Nez Farce, all -f which also include portions

of the Rocky Mountains that form the Pla_teees Northern and Western boundaries.

In North Cent-al Idaho is the Nea Farce Beservation, final home for most

but not all of these large tribes which ranged over the Columbia Pleteau and

into the Rocky Mountains. The crest of the Bitteroot Range, which marks the

Eastern Boundary of Idaho until It enters-Yellowstone Park, forms a dramatic

barrier to East-West travel. The Nea Force, who claimed much of the Walla

Walla V lley as well as the Mountains, were forced to cede so much of their

land under the pressure of westward migration and agricultural development,

that they finally decided in 1873 to leave the U.S. for Canada. The dramatic

flig and purlu t led by Chief Josepo the.yount;; has been



frequently cited as a feat of logistics and military tactics, and a map

of it leads acr ss WyomIng and Montana, t_ within 30 miles of the Canadian

Border, where the survivors were finally stopped and Joseph vowed to fight

no nore. 7he present Nez Perce Reservation is in the mountain valleys just

East end North of Lewiston,. Idaho.

One of the misunderstandings that led to this famous attempt to

leave the US was the insistence On the part of federal officials that if one

t ibal leader signed, all of the tribe were bound by the decision. Among

the Nez Perce as among many platns trbea, the leaders represented bands

who followed voluntarily, and a "tribe" was a confederation of such leaders

loosely bound by ccmmon objectives as well as common language and traditions.

TWIlo of these Nez Perce bands, One under Chief Moses , and another of those

loyal to Chief Joseph the elder, who died nearby in 1872, are.located on the

Colville Reservation, bounded by the Columbia River as it comes south from

.Canada, and turns almost a right angle at the site of Grand Coulee Dam.

Their large reservation is shared by a confederation of 11 tribes and portions

of trtbes. The Southern edges of the Colville Reservation are part of the

Columbia Plateau, hut the bulk of its holdings are in the westerly extensjon

of the FocMes that event ally join the Cascades along the Canadian Border.

There is one possibly true tale which says that the original land was reduced

by a twelve mile strip alone the Canadian Border, to prevent further atte pts

by the Nez Pe ce to cross into Canada.

The Sp kane Reservation, stretchinf; from the Eastern ban]: of the

Columbia inanarrow strip lies almost wholly on the Plateau. Tth-hah
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services provided as part of t e charge of the Colville Service Unit, but

is devel ping itS autonony in these spheres as it has in its governmental

and Other*functions.

The Rockies provide reservation sites for two othe- groups in Idaho.

The Coeur d'Alene have a reservation along the south shores of Lake Coeur

d'Alene, and the Kootenai have trust lands in the northern panhandle of

I_-ho, near the Canadian Border. The Kootenai, Coer d'Alene and Nez Perce

are served from the Northern Idaho Service Unit with headquarters at Lap-

on the Nez Perce Reservation. Distances of 150 or more miles of rugged

mountains between reservations does not encourage a great deal of interaction.

The Great Basin of the West, sometimea known as the Basin and Range

is a semi arid dese _ that reaches from the great Salt Lake in the

Northeast to Death Valley and the Salton Sea in the Southwest, and includes

most of Nevada. Its northern boundaries f llow the edge of the lava flows of

he Columbia Plateau into Southern Oregon and again for a small part of Idaho

just west of Fort Hall Reservation.

The Easterrimost tribes in this IBS are the Shosobne and Bannuks who

live on the Fort Hall Rese ation along the upper stretch of the Snake

River in Southern Idaho. Fort Hall was a major st p on-fhe Oregon trail

which entered the territory from Laramie and CasparlWroming at Soda Springs

(US 15) in the extreme South East c rner of Idaho. Then it roughly followed

the valley of the Snake River until about the point where it deepens into

canyons that form the Oregon-Idaho border. There the trail crossed into

Oregon and went northwesterly to Walla Walla, and thence along the Columbia

River to the Coast or into the Portland arid Willamette Valley sections.

(US 80 follws much this same route today from Boise to P tland).

It may be of interest to note that the Western edges of the Basin and

Range were the setting for another large scale and dramatic action against

the US cavalry in he 1870's. This was the Mod.oc tribe's rebelli n against

1,9



-9-

being forced to share a reservation with their traditional competitors and

enemies, the Klamath. The Modocs were technically removed to Oklaho-a,

although some are still found in Northern California and Southern Oregon.

The Klamaths terminated their claims for federal services in 1961.

C. Ifseaktionof.Areei_sSe_anriredbv1H8

The total population of Indians listed in the 1970 census for he

three states in the Portland Area is approximately 40,000. However, because

of the terminated tribes, and the presence of large urban Indian populations

in Seattle, Spokane, and Portland, the number actually served by IRS is

marked y less than federal Census totals. A late 1970 estimate of the

populations on those reservations where IHS has established Health Cente

is given below:

SER
1970 CENSUS REPORTS OF TRIBAL POPULATIONS

B IFS SERVICE UNITS WITH ONE OR MORE ME LTB ST

Region

WESTERN WASHIGTON :

Service Unit Population estimates
(1969-40)

Neah Bay 515

Lummi 669

Quinault 937

EASTERN WAS TON:

Colville-
Spokane 3,726

Yakima 4,800

IDAHO:

Lanwai 1,426

Fort Hall 3,038

OREGON:
Umatilla 973

Warm Springs 1 666

TOTAL: 17,750

2 0



This total is small compared tth the total Indian population given

im the 1970 census: Washington-33 38 Oregon-13,510; Idaho -6,687; Total--

53,566. However the table does not i -lude a number of other groups such

the youth at the Chemawa Indian S 001, and reservations for which popu-

s Coeur d'Alene and Kootenai inlationtifigures were not available su

Northern Idaho. Since 1970, addi ionel Mental Health staff would add

3,000 Indians of the STOWW group in. the Puget Sound Area; at least 500

Nooksik,and Swinomisb near the Lupo* service Unit on inner shores of the

Northern Puget Sound above BellinghaM and at liast an additional 400 at

quillet and Lower Elash. When all of these groups are added to the earlier censue

population estieates7the figure for a grand total of lndi ns to be served by

IES is probably slightly more that Z5,0004 More complete census data is

being compiled, but summaries. were tot made available for this report.

Meanwhile this estimate of approximately half the total Indian population

of the three states having IHS Mental Health programs in 1973 is probably

a reasonable working figure.

Areat3fficeallA
The Area Office administering IRS pragris for this three sta Area

is located in Portland, Oregon. At the time that the BIA established its

headquarters there, this was probably the center of the population of Indians

in the Oregon .Territory, and chosen f its accessibility to the services of

a major metropolitan center and by SO4 to the rest of the West Coast. How-

ever, with the termination of the nemeth and Grand Ronde-Seleti tribes of

Ctegon, it is now near the so them edges of the region to be serVed, as well

as at the far we tern corner of the Area. There are historic links with the

hospitals in Por land, however', since they provided care under government

contract for the Indian and native populations from as far distant as Alaska

until local resources developedk. (See references to Morningside Ho pital

in the Alaska Area Chapter section OA inpatient programs.) As Seattle

21



and the Puget Sound region developed some of this care has been shared wtth

health facilities in that Area. In 1955 when health care for Indians was

assumed by USPHS one of the largest BIA hospitals was Cushman Hospital on

the Puyallup Reservation near Tacoma. However this hospital was deactivated

before Mental Health programs were initiated.

The Portland Area of IHS has no hospitals on any of the reservations,

but provides outpatient and ambulatory care through a s ries of Health Centers

on major reservations and satellite Health Stations on smaller reservations or

at more remote locations on larger o es. When hospitalization for surgery or

other specialty services is needed, these are provided through Contract

arrangements with private hospitals or other appropriate health care providers.

Sometimes these contracts are with local resources, but they also utilize

facilittes in the major cit as of Portland, Seattle, and more recently

Spokane.

Although many alternatives have been used, the automobile seems to be the

only really satisfactory mode of transportation for staff from the Area Gift-

who need to make regular visits to the various reservations. Indeed few

alternatives exist for either staff or their Indian clientele. For instanc

deep water transport has been available inland as far as Lewiston, Idaho since

the early days of small steamboats, but is presently limited to freight because

of its slowness.

Railway Passenger s rvice, once vital to the re io- has experienced

a similar decline. The Union Pacific Railraad crosses East and West followin

the old Oregon Trail Route, and the Great Northern and the Chicago, Milwaukee

St. Paul and Pacific Rail oads find their way through more Northern Passes

in the Rockies to Spokane on the Washington-Idaho border. The Great Northern

and Northern Pacific cross ashington from Spokane to Seattle, one tunneling

through the Cascades and the other sharing the Union Pacific route aloe§ the

Columbia before proceeding North through the Puget Lowlands. The Southern



Pacific folio s the Willamette valley south through the lower Cascades to

San Francisco. None of these routes provide convenient passenger service to

the reservations and in some cases pa senger service has been completely

abandoned.

Busses do connect major cities, but these often leave the passenger

from 15 to 75 miles from the IBS Service Unit, and the slowness anddiscomfort

of busses are outweighed by.the time savings of using commerdial airlines

to reach the SAO. points. Airports are equally inconvenient, however,

since an automobile must be available to reach reservations from major

airport_ whether these are at Seattle and Spokane or smaller cities such

as Lewiston, Boiae, or Pendleton.

The Cascades and Olympics in the West and the Rockies of the North

and East as well as heavy coastal fogs are powerful deterrents to the use of

small private aircraft. Although some use is made of planes by residents of

the Columbia P1 teau, they have never been seen as a practical way t- mead

the needs of the Portland Area Mental Health Staff.

Fortunately highway development has been good major highways

connect Portland with the population centers near moat reservations. Although

the maintenance -f local roade on reservations is a fe ponsibility,

except in those instances where major State arteries are involved, maintenance

is a chore that often falls be n the cracks in tribal disputes over sovereign

ty and responsibility. However, y observers it seems that throughout

the Portland Area roads are better in quality and maintenance than on many

reservations in other parts of the US. Area Office Personnel prefer to

drive the total,distances between the reservations in Oregon and Washington,

using commercial flights to reach the vicinity of the Idaho reservations, and

arranging for government cars or colleagues to provide local transportation

at those points. Round trip drives of 700 to 1,000 miles are a weekly occurrence.

2 3



EARLY MENTAL HEALTH ACTIVITIES PRIOR TO 1969)

A. University of Washington Medical Sdool

I. Yakima

In the Spring of 1966 Mr. Richard Gaulke, MSW,IHS Social Worker at

YakimaiorganiZed a Health Care Conferen e on the reservation. Representatives

from all Western tribes were invited, as were Area and Washington PHS officials

and Regional HEW staff. Among the consultaats at that conference was Dr.

Mansell Pattison M.D. , a Social Psychiatrist from the Untversity of Washing o

Medical School.

the concepts of preventive mental health, and of mental health consultation,

emphasizing the use of local resources iu the Indian community. The resulting

discussions led to considerations of the possibility of establishing a mental

health consultatios program.

By the summ r of 1966 administrative details had been worked out, and-

Pattison presented to the conference a di c -sion of

DT. Pattison began a one day a month consultation program to the entire staff

at the Yakima IHS outpattent facility. For the next four years, until he moved to

the new medical school at WC IrvIne, Dr. Pattison drove or flew to Yakima every

month.

The subjects of consultation ranged over the gamut of comma ity mental

health activities: comm nity organization, medical con ultations and case

manage ent confereaces, personal guidance for staff members, and administrative

matters. Local staff and tribal leaders made effective use of this resource,

utilizing it in a variety of appropriate ways.. Something of the flavor of the

relationship pacially the mutual respect involved is revealed in Dr.

Pattison's "ExorcIsm and Psychotherapy: A Ca e of Collaboration" which is

Chapter 21 in t and P edited by Richard H. Cox

and published by CC Thomas, Springfield, Illinois 1973.

In the ftrst half of thia chapter a case history is sensitively presented

in which the rred adolescent patient and her mother first discuss some basic



traditional belie s which could acco the syrnntrs, and are then

encouraged to utilize traditional healing m th and the assistance of the

elder members of the community who know the proper ritual rocedures. The

second half discusses the nrocesses or the therary from the points o yieW

of anlaytic and other schools Of nsychothe

Dr. Pattison points out that a non-Indian mrofessional has a choice

of models to frame his relationshins with indjenou . healers. He o tlines

briefly three relationships: That or total ser ion: that o cormetltive

suspicion; that of consultation between experts, and his own preferred model

of active collaboration and mutual sunnort.

With his basic orientation he was rble to demonstrate the clinical

and oranIzatjønal utility of a mental health consultation nrorein to

local and Area IHS staffs. Purther he demonstrated that a p ofeasion-

al could be sunnorted by the local Indian mmunitv and that he could he immle-

mented in a way that integrated with the Tndian counselor, and CHR, and home

health aide pro7rams. These as ects or the consultation won the interest,/

ort, and involvement o the Area Office staff and p ved the way for later

1 mental health n

This pr pram is nn examrle of a demonstratIon or pilot nrolect

which remained viable1 and did not exrire when its first contractual

arrangements exnired, or upon the denart or the igins] demonstrating

nrofesslonol nerson. That Mr. Gaulke has remained with the 1HS Se

Unit at Yakima through these years has undoubtedly cont ibuted to

1 cal contin ity, and it is regrettable 'that he has not written ur the

from his noint or view. Perhans in the future he will be able



to do so.

This , together with the second d mons ratIon

connecti n with th- knh

-crihed in

nnd Nenh r service unit -ovidcd the

IHS with sufficient confidence in the rotential usefulness of Mental

Health Programs, and of the viability of the m del to institutionalize

and formalize the models into a constantly expanding series of prrwrsms

far beyond the initial input of the first consultant. Tn antIcIration

of future material it might he anproprinte to note that one of Dr. Patti n's

students, Dr. James Shore, became in due time the first Chief of Mental

Health Programs of the Portland Area IFS. This mirro ing of the develop-

ments in the Billings Area, wher: _a -esident under Dr. ames Barter

became the first Chief of Mental Health Progrems, sugpests that this

may be a model worth scrutinizing for further armilcatlon to the solu-

tion of problems of manpower and recrtitment.

2. Neah 13:-

Following the first years success at YoPIma, the THS Area Office aske

Dr. Pattison to extend his consultation activities to other Service Units

and the Makah tribe at Neah Bay was added to his consultation schedule. By 1968-

69 Dr. Pattison and the Area Office had developed a plan for some of the senior

residents in psychIatry to have field exnerience workine with Indian copulatIons.

residents Were selected, and developed detailed plans of their own work at

Neah Bay.

The Makah tribe of about 500 Deonle, lives at the extreme northwestern

tip of the Olympic peninsula, where Neah Bay forms a snug ha'-bor. There is



an IHS field ntat- h a full ttme resident physician and a Public

Health nurse to provide a major resource and contact with the tribal am-

munity.- The Makah had also just recently entered into the new program where

THS monies hired Community Health Repres ntatives to work under tribal contract

provide a link between the TH nnd nthr healt) rpnoiIrrq and the residento

of the reservation. As n group they were interested in consultation which

would help in orienting and training these new employees. It is interesting

to note that three of these original Portland area CHR lave become Mental

Health workers.

The Makah were also the subject of concern for a number of other

reasons. Until the opening of a paved road in the year 1931 they had be n

more isolated than most of the tribes in the Portland Area, since access to

their reservation was limited almost entirely to waterways, through the

Straits of San Juan tie Fuca or along the Pacific Coast. The opening of more

paved roads from Port Angeles to Neah Bay was going to accel the cul-

tural contact and the cross cultural stress of the population. This -ame

feature also made it accessible from Seattle, so that ntaff and residenta

could maintain contact while also continuing their studies and professional

activities within the city.

The pro ects undertaken were supported in part by funds fr m the

State df Washington appropriated for research in medicine and biology,

and partly by the use of facilities of the IHS. J. David Kinzie, M.D.

and James B. Shore, M.D. -ith supervision from Dr. Pattison, spent two days a

week on the Makah reservation and developed a model for consultation as well

as epidemiologic studies of significance. One paper which they jointly

prepared, the "Anatomy of Psychiatric Consultation to Rural Indians" was

presented at a meeting of the Ame_ican Psychiatric Association, and sub-

sequently published in the Community Mental Health_Joarnak, July 1972.



This artic is reproduced ber!ause the model for psychiatric Mental

Health) consultation developed during this project became the model extra-

polated to the entire Portland Area. While there have been modifications

based on experience,on variations in local tribal and Service Unit condi-

tions, and as accommodations to new personalities and circumstances, this

desc_iption of the Makah consultation remains the prototype of later develop-

ment of Mental Health Programs in the Portland Area.



ATO_ pF PSYCHIATRIC CONSULTATION TO RURAL INDIANS

J. David Kinzie M.D., James H. Sho e M.D.
E. Man ell Pattison, M.D.

This paper describes the establishment of a community mental health
consultation program in a rural, isolated, Indian community with minimal
mental health resources. Our aim is threefold: 1) to describe appropriate
administrative procedures for establishing consultation in a complex politic 1
milieu, since this is the first formal ongoing psychiatric consultation pro-
gram carried on directly with a tribe of Pacific Northwest Coastal Indians;
2) to describe the development of a community consultation program directed
toward an entire community and not just to specific alencies; 3) to describe
methods employed to analyze the process and progress of a consultation program
that may be used for self-evaluation.

the initial request for the development of consultation programs to
Indian communities came to the Ditector of the Social and Community Psychiatry
Program, University of Washington, fram the area office of the Indian Health
Service. The selection of the particular communtty was based on its social
and geographic setting which made it a feasible locus to establish both a
consultation program and conduct epidemiologic studies of mental health in
the community to be servedf18) The project waerstaffed by two denior
psychiatry residents (JDR, MS) under the aegis of the program in Social and
Community Psychiatry (EMP). The staff spent two days weekly at the Indian
community over a period of six months for a total of 44 community consultation
work-days. Longitudinal data was systematically recorded during the course of
the project for analysis.

The Community

The community chosen for this project is a rural village with a population
of apprOximately 500 persons, including about 250 children. There are only a
handful of non-Indians, save for those who are married to Indians of the tribe.
The village is the main settlement on a large Indian reservation, located on the
Pacific Northwest seacoast, with fishing and lumbering the main industries.
Historically these Indians were primarily a seafaring people who spent their lives
on water or close to the shore, seldom venturing more than a few miles inland.
Whale hunting, for which they had elaborate techniques and rituals, played a
central role in their traditional culture. They were an aggressive, warlike
people, who made frequent raids against neighboring tribes from which they re-
turned with captives. Warfare was of secondary importance, however, to a peo-
ple engrossed in whaling and in the potlatch, their ceremonial feast of giving.
This ceremony afforded an alternative to warfare, a means of humbling rivals,
ard the opportunity to enhance the prestige of community leaders. Prior to their
treaty with the U.S. Government in the nineteenth century the culture had re-
mained relatively isolated. The arrival of the Indian agent following formal
treaties dramatically changed this picture. There was major socio-cultural
disorganization accompanying the prohibition of tribal customs, the suppression
of the potlatch and other ceremonies, an enforced shift from whaling to local
fishing and agrarian pursuits, and the forced education of the children in
English-speaking boarding schools. Nevertheless, the village remained rela-
tively isolated as an ethnic group until a road was built in 1930 which



-19-

connected the village to the outside white civilization. This brought the
impact of another culture rather forcefully on the village, even though their
geographic distance has continued to provide a degree of isolation. Subse-
quent to the Indian Reorganization Act, which gave them the right of self-
government an effective Tribal Council has been formed that has become a
powerful community force. Recently their resources in lumber, fishing,
and reereationhl lands have provided opportunities for economic growth.
The village presents an admixture of geographic, social, and cultural
isolation that has allowed the Indian tradition to remain somewhat viable,
while at the same time there is contiguity to white American culture that
provides ample pressure ,:oward cultural change. Thus the Indian residents
of this village represent a people who are a minority group, a rural group,
a poverty group, and a small society undergoing 'rapid social change and
cultural disorganization.

The village is located 50 miles from the nearest population area, and
mental health professionals are almost 150 miles away. Since 1967 the
community has been served by a full-time physician assigned through the
Indian Health Service. He works in a small medical clinic, assisted by
a full-time Indian Public Health Nurse. Since 1968 the community has also
had two full-time Indian Community Health Representatives (C.H.H.), who
are residents of the community. These two women function in a paramedical
capacity. They are employed by the Tribal Council, and their job responsi-
bilities focus on the identification of health needs of the community in
order to organize appropriate community actions, as well as to help individual
persons.

A Modelr_for Mental Health Services in a Rural_Community:

In anticipation of the development of a mental health consultation
program, we sought to develop a model for the services we might reasonably
provide. Plans for urban community mental health center programs haye
emphasized the need for comprehensive servidesi-including inpatient,
outpatient1 day-care, emergency services, and consultation and education

service. (') However, in rural areas far removed from mental health resources
such a model of community mental heal,th services is inappropriate. A series

of recent case reports on rural community mental health programs have stressed
the develoOment of indirect services, rather than a panoply of direct care

programs. (37,8.15) These rural programs have emphasized mental health
consultation to primary-care agents in the cOmmunity, community education
programs, and the coordination of existent services in the community.

The problem of providing some type of direct mental health service
still remains for rural community mental health programs. Some workers

suggest that the development of a rural indirect program of consultation
must be supported by some direct clinical services by the consultation
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team. (4111) On the other hand, other_ 17,21) have stressed the need to
train and supervise indigenous non-professionals from the community who will
then provide major direct care services. Mahoney and Hodges (12) suggest
that the particular model of services for rural areas is less important than
the commitment, flexibility and creativity of mental health professionals
in response to the needs of each particular rural locale.

In terms of Indian commenities there is not only the problem of the
rural community, but also an ethnic minority tIlat exists in a complex socio-
political milieu. Recent reports on Indian mental health services have
stressed the need to develop programs responsive to the socio-cultural
setting of Indian life and the role of Government-Indian interaction as
points of intervention for indirect mental health services. (9,14) In
addition, Stage and Keast (19) have described the development of successful
direct clinical services with the Plains Indians, indicating that psycho-
dynamically oriented psychotherapy could be appropriately conducted with
members of this subculture.

With the above concepts in mind, we proposed a consu tation program
that would first, address the socio-political structure of the Indian village;
second, move to develop consultation relationships with major institutions
and personnel of the village; and third, offer a modicum of direct clinical
service where appropriate.

Developmental Course of Consultation:
_

The Socio-Polit -cal Course of Consultation:

The-first-Step-in the 6onSUltation program was to investigate the socio-
cultural dimensions of the community, including the political structure.
The consultation team reviewed available anthropological research on the
history, structure, and function ef the Iedian tribe of which the village
is a part. Consultations were sought from several anthropologists, psycho-
logists$ social workers, and physicians who had been recently involved with
the tribe and similar Indian groups in the area to apprise ourselves of
current attitudes, problems, and community function. This background informa-
tion proved highly advantageous in anticipating community needs and responses.

In the course of this preliminary investigation we were informed of
a variety of experiences in establishing community programs in Indian communities
that had not proved successful. In most instances such programs had not
successfully worked out political sanctions such that in one manner or
another they failed to gain community support.. The importance of establish-
ing community knowledge, sanction, and support of community mental health
programs has been repeatedly emphasized in the literature as a critical

variable for the establishment and maintenance of community programs. (1,2,13,20)
Therefore we set out to gain such sanction.

31



This involved three distinct political entities: the Indian Health

Service of the U.S. Public Health Service, the Bqreau of Indian Affairs,

and the local Tribal Council. The supervisor of the consultation project
(EMP) had developed a woring liaison with the regional offices of both the

Indian Health Service and the Bureau of Indian Affairs. Therefore both

offices were aware of the interests of the Department of Psychiatry in

Indian mental health problems. Further, the participation of the superVisor
in programs of both government agencies had provided the opportunity for
personal contact and the development of a degree of personal rapport. Based

on these established relationships, the consultation team developed a written

proposal for consultation that was formally presented to each government
agency, with mutual knowledge that both agencies were to be involved in

sanction of the project. The written proposal was followed by personal
interviews by the consultation team with officials from both agencies. This

afforded an opportunity to clarify questions regarding procedure, responsi-

bilities, and attitudes. In view of the questions raised, we feel that
this part of the consultation project was essential in order to obtain both

official and moral support of these two government agen(..ies. Both agencies
have a degree of responsibility fon the conduct of affairs on the reserva-
tion, and without their full-fledged support we Could not have been Able to

approach the community.

After official sanction had been granted by the two government agencies

we next approached the local Tribal Council. As with many community enter-

pr ses, the development of a community mental health consultation project

carried with it political overtones. Hence the local Tribal Council received

our formal consultation proposal and granted informal approval, but did not

act immediately in terms of official action. We were informed that we could

_now proceedto.establish working relationships with the community. We did

so with reluctance, in View of the inferMal nature-Of eUr lotal-sanction.-

However we did commence consultation with the understanding that official

council action would Le forthcoming. However it was only after we had worked

in the village for several months that the Tribal Council took official

public action to sanction our work. As the consultation work proceeded we

were introduced to a number of politically sensitive problems in tle

community that directly involved the tribal government. At that point,

ti,e fact that we had official local sanction enabled us to work openly

che r_ommunity problems and contribute to successful community responses.

In all, this prelimlaary work of orientation of the consultation team

and thq negotiation of the three political contracts took six months of work

before the team actually began work in the village. We feel, however, that

this investment of time is a critical prelude to successful consultation

in such a 3ocio-political milieu.
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The Course of Indirect Consultation Service

Upon completion of negotiations with the community to develop a
consultation service a decision had to be made regarding our point of
entry into the community. Because of the size of the village (500
population) there were few formal organizations that served the community,
most major human services being provided via the two government organiza-
tions. The main health service wet; the small medical clinic, staffed by
a Public Health Service physician and 4 local Indian nurse. The nutse
had worked in the cemmunity for many years and was identified as a major
figure in the community to whom those in need could turn. In addition,
the local Tribal Council had just hired two women of the community to
serve as Community Health Representatives (C.H.R.'s). These two women
were initially assigned to the health clinic as a working base for
assessing community health needs. Therefore, the health clinic and its
associated personnel were chosen as the initial entry point into the
community.

At the time of our entry into the community there was a strong
positive image of the medical clinic, both in terms of its medical services
provided and the personalities of its staff. On the other hand, the com-
munity bad little acquaintance with mental health concepts or professionals,
the main acquaintance being with social work and counseling personnel who
did not have a very positive image in the community. Therefore, the
consultation team chose to identify themselves rather strongly with the
established medical tradition which had informal community sanction, and
the team presented themselves to the community in the role of physicians
and healers.

The first consultation contact was made with the local phyaician and
the nurse. After a period of mutual exploration the physician and nurse
indicated their interest and need for mental health consultation. Regular
consultation time was established with the physician to discuss mental
health aspects of the general medical practice of the community. Then
problematic cases were brought to the consultation sessions, and gradually
a style of conaUltation was established in which the consultants dealt
with general problems of practice, specific case evaluations and brief
therapy, and reviewed ongoing problem cases that the physician continued
to manage in his practice.

.At the same time consultation relations were negotiated with the two
C.H.R.'s. These two women had no formal health service training, save for
the brief orientation provided in the C.H.R. program. Each consultant met
individually with a C.H.R.. in addition to joint consultation conferences
with the entire clinic staff. The initial period of consultation was much



protracted here, for these persons had very ambiguous roles to perform in
the community. Thus much of the early consultation work centered around an
exploration of mutual roles between the consultants and the C.H.R.'s. The
C.H.R.'s spent much time presentiog their activities in theipommunity, with_
an attempt to clarify community issueS and define the role sihich the C.H.R.'s
could play.

Over time the C.H.R. s became more confident and competent in their
community roles. As a consequence they became active in case identification
and case referral to the medical clinic., In some instances the C.H.R.'s
assumed a direct therapeutic role. 'Such cases were brought to consultation
for review and supervision. Through these experiences the C.H.R,'s
gained psychiatric knowledge and developed a capacity te function in a
therapeutic role with decreased anxiety. As the consultation work progressed
with the C.H.R.'s Lhey were able to detach themselves from the medical clinic
and began to function more autonomously as representatives of the comnunity.
This was reflected in the relocation of their offices in the tribal head-
quarters, and finally a shift in functional authority from the physician

, to the appropriate tribal officer in charge of health affairs. A degree
of success in consultation witb these 'C.H.R.'s wap reflected in a request
for the consultation team to conduct an area-wide mental health workshop for
C.H.R.'s from all the regional reservations. Upon completion of that work-
shop the participants recommended that further workshops be developed by
the consultation team at regular intervals.

As a firm base for consultation was developed with the clinic staff
and the C.H.R.'s, the consultation team began to look at other parts of the
community. Through contacts arising out of case problems the consultation
team arranged conferences with_the_lotal_school .administrationv.the .pait-
time school counselor, part-time welfare worker, Head Start teachers and
parents, the local Indian police, and the local Indian Community Action
Program. An evaluation of these community contacts revealed that there
was a definite gradient of ongoing contacts. Those organizations that
were relatively close to the bureaucratic structure engaged in negotiation
of an informal consultation arrangement (the school administration, schoel
counselor, welfare worker). Those who were more distant from the government
bureau and more identified with the local Indian culture were not receptive
to an ongoing relationship (police, Community Action Program, Head Start).
While no contact at all was made with the local ministers and traditional
Indian organizations.. Thus it appears that our point of entry facilitated
open access to the more formally structured parts of the community, but
at the same time precluded easy access to the more informal structure of
the community.



In sum, Over a six month period an effective working consultation

program was established with both the medical clinic program and the C.H.R.

prcigram. Both groups made effective and appropriate use of the consultation

with the result'that mental health problems became clearly identified and

directly cared for by both groups of local personnel. Case-oriented con-

sultation conferences on a periodic basis were established with some other

parts of the community, but the more indigenous and informal part of the

community were not broached in the consultation program.

The Course of Direct Consul ation S=rvices:

Although the consultation program did not plan to offer major direct

services, we did plan to offer diagnostic services and crisis-intervention

brief therapy where appropriate. After.the initial period of consultation

contract negotiation the team began to receive referrals for brief therapy.

Since it was mutually understood that long term therapy would not be pro-

vided, the therapy contacts were structured in terms of evaluation of the

immediate crisis, crisis resolution, and planning for ongoing contact that

would be continued by either the medical clinic staff or the C.H.R.'s. We

found that the referrals were appropriate to the above structure. Persons

were referred who either were exhibiting socially disruptive behavior or

were experiencing severe symptomatic distress. The patients were found

to exhibit a reasonable degree of psychological-mindedness such that a

psychodynamically oriented brief therapy could be feasiblonducted. We

found that it was clinically feasible to conduct a crisis-intervention

type therapy pragram, for although there was no definitive resolution of

psyChiatric proAems, the immediate crisis could be adequately dealt with,

-and-then-the-patient-could be-followed subsequently-by-the community

personnel available. In this manner we found that some rather severe

problems could be handled within the community rather than referring such

problematic cases to distant resources.

One third of the consultation contacts were devoted to direct clinical

services involving both diagnostic evaluation and brief therapy. There were

52 patient contacts with 21 patients. Thus the patients were seen on an

average of 2-3

Figure 1 summarIzes the population who received direct psychiatric

services.

As expected, over half of the patients were referred by our main

community contacts. However, we were surprised to find those who came seeking

treatment upon learning of our presence in the community. This finding in

combination with our clinical experience supports the contention that psycho-

dynamic psychotherapy is a feasible treatment technique for comparable Indian

populations.



The majority of the patients were young adult women while only one

adult male was seen. This is in keeping with the general medical experience:
the younger Indian women overutilize the clinic, while the younger Indian
men underutilize the clinic.

The adolescents and children were all males, and with one exception,
e referred because of delinquency, school underachievement, or disruptive

classroom behavior. This is in contrast to the adult women whose symptoms
v lved subjective distress, such as depression and anxiety.

Special mention must be made of the suicidal attempts because of its

high incidence. During the six month period there were 11 suicide attempts
'none successful, Involving 7 persons. These included 3 adult females, 3

adult males, and 1 adolescent male. The females and the adolescent tale

were diagnosed as reactive depression. They were seen in psychiatric con-
sultation and were subsequently continued in care in the community. The

adult males were all diagnosed as alcoholic. Although all were seen
immediately by the physician, all these men either rejected or failed to
follow through on the psychiatric referral that was made.

In a parallel epidemiological study that was conducted in the community,
we found that 27% of the community had demonstrable impairment from alco-
holism. and 15% had impairment from psychophysiologic reaction, primarily

peptic ulcer (18) These two classes of illness were the most common espec s
of mental illness in the community. Yet these persons were not referred
for psychiatric evaluation, although such cases were brought up for consulta-
tion discussion. Our epidemiologic data indicate that alcoholism i9 not
defined as an illness in this C.:immunity and medical Aid is not seen as an

appropriate response to alcoholism. Whereas psychophysiologic Illness is
seen-as -solely a-medical-problem. for-which medication is taken, but with the
avoidance of the emotional implications of such diseases. In consultation
discussion with the medical personnel and the C.H.R. personnel we were able
to provide assistance in the management of these two types of mental health

problems. Since the community personnel did follow through in the manage-
ment of these cases we feel that such indirect psychiatric service may be
more appropriate in this cultural context than the attempt to redefine these

problems as psychiatric illnesses. To do so would not change community
attitudes, would not bring such patients under psychiatric care, and might
well diminish the motivation of the community personnel to deal with such
persons using their own local resources.

In sum, a modicum of direct service was offered that proved to be
feasible in terms of the consultation time available, the therapeutic
goals, and the opportunity to assist the community personnel in the manage-

ment of relatively severe psychiatric problems.



Our experience supports the recommendations of others, that in isolated
rural areas some initial direct clinical service may provide the necessary
first stage of psychiatric management in the conduct of a mental health

service that is primarily focused on indirect service.

Overview of Consultation:

During the six _onth period the consultation team provided a total of

44 work days in the community. A total of 152 contact consultation sessions

were conducted. These were divided into the following categories:

Consultation with medical clinic personnel and C.H.R. 72

Consultation with community agencies 28

Direct patient service consultation 52

As can be seen, approximately one-third of the consultation work was

devoted to direct patient services. However, these direct services channeled

back into ongoing community care. About one-half of the consultation time

was devoted to those who were directly involved in the community as primary

care agents. And only about one-fifth of the time was devoted to consultation

with non-health community agencies.

In this light, one would anticipate that the consultation services would
not have a direct impact on mental health attitudes in the community. However,

the work with the community personnel related to health care did have an
-impact-on-official attitudes of-the various governmental and_tribal_represent

atives. Thus, concern for community health and mental health problems has

been expressed, and continued support of mental health oriented programs has

been forthcoming.

Our experience in this consultation project suggests that the demonstra

tion of useful and practical methods of response to mental health problems

may prove a viable entree to a community. Whereas more abstract community

mental health programs may not garner community support, at least initially,

if the community is unable to see any demonstration of how mental health

services can be of value to them.

Another method of evaluating the function of consultat ve services

to record the focus of consultative sessions, following the method of Gri

and Libo. (6)

In Figure 2 we chart the content of consultation sessions for each

month of the project. It is evident that the majority of the early con-

sultative sessions were devoted to establishing relationships between the
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consultants and consu tees. As rapport developed case referral and case
consultation began to assume the major focus of consultation. This demon-
etrates that patient-orient consulteiion was successfully accomplished.
HoweVer0 it also demonstrates that extension into the community came to a
relative halt after the first initial contacts. Further, it demonstrates
that the function of increas g inter-agency collaboration gradually decreased
to a neglilgble point.

This graphic analysis of consultative function reveals then that only
some of the goals of indirect mental health consultation were accomplished
ih the _aix Month period, namely the development of fairly effective case
identification and case management. However, the goal bf more effective
community agency interaction is demonstrated to still be unmet, with
little couitatative activity directed toward that goal. Thus this analysis
points up the need to focus further consultative attention to these areas of
community interaction, including more active work on the part of the con-
sultants to e tablish broader relations within the community.

Diseussion:'.

Our analysis of this consultation project has been aimed at developing
a method of evaluation of community consultation based on readily available
clinical parameters. Recent emphasis on evaluation of community mental
health programs have stressed the need to base such programs on sound mental
health epidemiology. (22) However, nascent programs cannot depend on the com-
pletion of sophisticated studies before establishing community programs. On
the other hand, less exquisite methods of immediate evaluation can
provide data for feed-back to-the -CommunitY, at well as provlde a-degree
of self-evaluation for the mental health professionals involved in program
development (1,1046)

The methods of analysis used in this project have provided us with
s me admittedly rough, but reasonable guidelines for the continuing development
of this consultation project. We have demonstrated that an active mental
health Consultation program can be developed with a rural, isolated, Indian
community. Such a program can provide significant input into the total
mental health effort of such a community. The development of such a program
in a complex socio-political milieu, however, must be based on the negotia-
tion of appropriate sanctions from governmental and local political units.
Further, the development of mental health services must be developed within
the political, social, geographical, and economic parameters of the community,
rather than the application of a stock model of mental health services.



Our experience indicates that a mental health consultation program to

a small community such as this, will inevitably become involved with all of

the cross-currents of the community. Thus the consultation program must be

prepared to deal with all aspects of the community, and not with a particular

isolated agency.

By analysis of our consultation work we have been able to define certain

segments of the community with whom satisfactory relationships have not been

established, and we have been able to identify classes of patients that will

and will not be directly accessible. The use of such clinical evaluative

methods provides a measure of corrective self-evaluation.

Our experience in direct clinic 1 services indicates that diagnostic

and brief therapy services fulfill critical needs in the community and serve

to augment the indirect services of the consultants. The training.and super-

vision of Community Health Representatives as indigenous health workers

provided both manpower for continuing care as well as a vital link to other

segments of the community.

Finally, although the consultation project wai formally contracted for

a six-month period, the community did indicate its acceptance and recognition

of value of the program by a request for an ongoing consultation program.

Consequently a re-negotiation: was carried out between the local Indian

community, the Indian Health Service, and the Department of Psychiatry,

resulting in a commitment by the Department of Psychiatry to provide ongo ng

consultation to the community, with financial support from the Indian Health

Service.

Summary:

This paper describes the establishment of a community meotal health

consultation program to a rural, isolated Indian community with minimal health

resources. The first step in the program required six months of negotiation

to obtain appropriate sanction from the Indian Health Service, the Bureau

of Indian Affairs, and the local Tribal Council. Entry into the community

was made via the local medical clinic and the Community Health Sepresentatives.

Consultation with these personnel developed into a suctessful tiethod of

indirect case management, backed up by a modicum of direct diagnostic and

brief therapy services. Analysis of community contacts and consultation

content revealed that after initial community exploration the consulta-

tion services did not continue to grow further into the community. This

analysis provided a useful clinical evaluative procedure which indicated

directions in which the consultation services required further developme

Community acceptance of the consultation program
has resulted in a continuing

contract with the community to provide such mental health consultation.



Figur

Population Characteristics in Direct Patient ServIces

N=21

Source of_Referral:

Physician 7
C.H.N. 5
Self 6
Other 3

A e and Sex Dis bution:

Adult Females (age range 22-55, mean 32) 13
Adult Males 1

(two additional males seen in families)

Adolescent Males
Adolescent Females

Child Males
Child Females

Major Prob em for Referral:-

Deoression and/or Suicidal
Anxiety
Family Conflict
School Adjustment Problems
Dysocial Behavior in Adolescence
Alocholism

7
14

3
3



Number
of sessions
devoted to
major content

Figure

Content Analysis of Consultation Ses ions

Cate o ies of ma or con en of consultation

00000 Getting acquainted-establishing rapport

Becoming visible as a resource

Expediting inter-agency collaboration

-o-o-o Case-consultation

xxxxx Direct patient service
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Fort Hall Suicide Prevention Pro ram

At the same time that the consultation work was being developed at

ah Bay in the far northwestern corner of the Portland Area, another line

of interest in Mental Health problems was being developed in the southeastern

corner of the Area, at Fort Hall. In the Fall of 1966 the Tribal Council

of the Shoshone sannock Tribe and the BIA SuperIntendent, mobilized by an

epidemic of three suicides within a very short period of time, approached

the IHS staff and Area Office for a coordinated study and attempt to solve

this problem. Mr. John Bopp, MSW, was SUD at Ft. Hall, and wIth support

from Dr. Stanley Stitt, the IHAD, he got in touch with the Los Angeles

Suicide Prevention Center and with the National Institute for Mental Health

to request support for a study and exp rimental approach toward alleviating

this problem. By the Spring of 1967 consultants from the newly formed am

Center for tne study of Suic de Prevention had sent consultants who conducted

a seminar in the Fort hall. They st essed tne concept of "community gate-

keepers, and tried to teach a broad defiaition of this concept of persons

to whom members of the community might go, as well as be sent in tiDes of

crisis. They also delineated the need for an alternative to jail for the

acute detention of self destructive individuals.

This eventful meeting was attended mainly by non-Indians in

community, but it did include some "gatekeepers" such as the Supt. of BIA

agency who arranged for some further talks with tribal leaders. A visit

of the Senate Indian Educition Committee was followed by a suicIde of a

16 year old high school student who had been peremptorally jailed under

a cha ge of drinKing during school hours. The case notes, analyzed later

by one of the' NINA Consultants, Dr. Lawrence Dizmang, M.D., showed that

ithin the preceding school year two other Indians had used the same pipe

4



and materials in the same cell of the jail, and that one of these had

been a 17 year old girl from the same school.

During the summer of 1967 there was an epidemic of 30 suici e

attempts within one month, and district meetings for suicide education

began to truly involve the tribal groups as they were held throughout

the reservation on a district basis over ti next six months. The

accompanying ti etable, taken from an article published by the staff,

will help clarify the chronology of these events, and those to follow.

by spring of 1968 the IUS aided in the development of a proposal

to NI:fil for developing a Community Treatment Center, particularly a

holding facility that could be an alternative to the use of Jail cells

for self destructive persons. The Tribe developed a service orgization,

based upon tribal volunteers with staff consultants as back-up for clinical

services, and also enlisting the services of a local psychiatrist in

private practice. A Research Assistant from the NIM4 Suicide Prevention

Center joined this staff as p oject officer, in order to gather data

and study the elements of the problem While providing a needed service.

The Fall of 1968 saw the tribe take possession of the IHS health

service building under the provisions of the contract. This followed

the model of developing a contract for service which a tribe could

specifically assume, leaving or returning control of local problems appro-

priately to the local community. IHS and BIA Social Workers and IHS

physicians continued to provide professional staff coverage, and to

participate as the tribe desired.

When the holding facility opened to receive i first patients

in 1969, it was indeed a multiple resource op ration: Lndian counselor

attendants, mainly parent and grandparent generation volunteers who had

had conside able t ainins from the NIMH,and other interested profe ionals

4,
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FORT HALL SUICIDE PREVENTION CENTER

Chronolog_ al Development of the Center

September 1966:

An epidemic of three suicides highlighted the need for immediate action.
This led to a formai resolution of concern by the Indian tribal council*
Concern had been actively expressed by the agency superintendent of the
Bureau ,of Indian Affairs and the clinical social workers,

November:

The Indian Health Service contacted the Los Angeles Suicide PreventIon
Center and NMI! to request consultation support.

February 1967:

Consultants from the newly established NMKR- Center for Studies of Suic d
Prevention conducted a seminar in the local community. Consultants stressed
the concept of "community gatekeepers" and eetablishment of-a "holding facility"
for acute detention of self-destructive individuals as.an alternative to
jail. The seminar was attended by the non-Indian community. The sutler-
intendant of the Bureau of Indian Affaire arranged a meeting of the consul-
tants with tribal representatives.

Spring:

The Senate Indian'Education SubCommittee visit was shortly followed by
Another suicide. This called renewed attention to the seriousness of the
problem.

Simmer:

DIstrIct meetings were held on the reservation for suicide education mad
to stress the concept of community participation through community gate.
keepers. An epidemic of suicide attempts (30 in one month) occurred during
this time, reenforcing the need for suicide nrevention.

July:

There was

March 1968:

H consultant follo--up visit.

Tribal community education meetings continued. Recruitment was started for
ammunity volunteers as Indian counselor-attendants. Initially there were
19 volunteers; most of them were women.

46



-36-

Spr

The Indian Health Service assisted the tribe in developing a service
maintenance organization, which was turned over tothe tribal council.
A model provided for the ribe's assuming control of a stecific aspect
of health service.

Summer:

A research assistant in suicidology joined the holding center etaff
An NIMH consultant served as project officer. The investigation into
the nature of adolescent suicide began (3).

NoveMber:

The Indian Health Service building became tribal property aa:the medical
holding center and the headquarters for the suicide prevention service.
The tribal health committee participated in the plans for the medical
holding center and'the recruitment of folunteer counselor-attendants.

Spring 1969:

The Indian Health Service and Bureau of Indian Affairs social workers
provided professional staff coverage. Indian Health Service physicians
participated.

MaY:

The tribal council published guidelines fo
The center admitted its first patient.

Summer:

'he medical holding center.

Multiple resourCes participated in the operation of the medical holding
center: Indian volunteer counselor-attendants, Indian community health
representatives, Indian Health Service and Bureau of Indian Affairs
social workers, Indian Health Service physicians, a psychiatrist on,
contract, participants from Volunteers in Service to America, the tr bal
health committee, a summer medical student fellow, and consultants from
the newly created Indian Health Service Mental Health Office.
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were day to day mainstays of the progr7 CHR's were not only

case finders, but also active links between individuals referred and

their families. IHS and BIA Social Workers provided their services in

the same tasks and as backup consultants to CHR's. IHS physicians

provided medical examinations and are; and a psychiatrist on contract

was also available. Vista iolunteers and members of the Tribal Health

Co ittee were involved in the planning, overseeing, and manning of the

center and its follow-up activities.

By the summer of 1969, with the formal organization of the Portland

Area Mental Health programs, one of the three professional staff paid out

of the Mantel Health budget was a social worker assigned full time to

Fort Hall with a major mandate to work wjth the tribe on this progr

It has remained an integral pa t of Area Mental Health servIces since

that time. The development and operatIon of this program s reported

in the article by James Shore, JohA Bopp, Thelma Waller and Thomas Dews

entitled"Suicide Prevention Center on an Indian Reservation; American

Journal of Psychiatr,4 128:9 March 1972 pp. 76-81.

A briefer description of the program, after its first cale dar

year o operation was nearly completed, is contained in the first report

of the Area Mental Health Programs to the IHAD in December 1969.

THE MEDICAL HOLDING FACILITY

The medical holding facility at Fort Hall, Idaho was developed-in
a coordinated effort by a number of care agencies including the
Shoshone-Bannock tribal council and health committee, officials of
the Bureau of Indian Affairs,'the Indian health Service, and
consultants from the Natioaal Institute of Mental health. A
group of tribal people and VISTA members have volunteered their
service as indigenous counselor-attendants to staff the treatment
center. This holding facility was desigaated to treat Indian
adolescents and adults whose behavior and past history indicate
that they are potentially self-destructive. This has served to
take many'people who were in jail or in temporary police custody
aad treat them as medical psychiatric patients rather th n



criminals or prisoners. It was the intent in planning the holding
facility to place special emphasis on the juvenile group because
.of their past record of numerous suicide attempLs. Young people
were formerly placed in jails that were not designed to care for
them or to respond to their emetional crises.

The facility also has provided a method of follow-up care for
patients after they are discharged. This involves the coordination
of medical, psychiatric, and social service personnel and is an
attempt toAnsure a continuity of helping services for identified
patients.

The overall administrative management and direction of the facility
comes from the Shoshone-Bannock tribal council and their designees.
Coordinated grant applications for an expanded facility are now
pending. The facility itself is a single nouse dwelling that was
remodeled by the Indian Health Service to meet the requirements
for a psychiatric holding facility. Prior to the development of
this program, epidemiological research indicated that the Indian
people of the Shoshone-Bannock tribe had an alarming suicide rate
much above the national average. Most of the reported suicides and
suicide attempts were among younger people, over half of the
episodes involving individuals under twenty years of age. In the
seven months following May 1969 that this facility has been in
full operation there has been only one reported suicide in the
reservation community.

This facility is to serve as the base for additional research,
designed to identify the characteristics which place individual
patients_in,a high risk category for self-destructive behavior.
The research should give impetus to the development of a mental
health program which involves the entire community with helping
agencies and consultants. Significant clinical factors could be
combined with pertinent historical data to develop a questionnaire
that can identify those individuals in the high morbidity group,
thus enabling the facility to function more effectively in
preventing self-destructive behavior. Records of suicide attempts,
the numbe of patient hospitalizations, and individual treatment
records can be used to document the effectiveness of the treatment
process. The training program and on-job consultations with the
indigenous counselor-attendants will be considered as an important
aspect of the treatment program. The relative effectiveness of
these indigenous counselor-attendants, follow-up social workers,
and professional staff can be compared with one another in order
to ascertain the most effective components of the treatment process.

In a later publication Dr. Shore su- arizes suicide studies of a

number of Indian populations, and develops the concept that some tribes

and somt individuals within tribes are at high risk for suicide gestures

and completions. Muhch of this research draws heavily on data colleeted

at Fort Hall and on ocher programs stimulated by this early example.
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A. James Shore N. P. and S

With the beginning of the Fiscal Year in July of 1969,

Shore was appointed as the First Chief of Mantel Health .Arvices

the Portland Area of las. He shortly recruited the typteal components

9
TIME MENTAL HEALTH TEAM 1969

of tbe traditio al Orthopsichiatric team, a Psychologist, Ashley Foster,

Ph.D., who also had an MPH degree and considerable experience in teacher

training, and a Social Worker, Thelma Ruth Waller MSW, who was asai.gned

for full time service to the Fort Lail reserv tion in Southern Idaho,

and did not participate in the Area Office acti it es on a regular and

frequent basis.

Dr. Foster's experti e in research and evaluation was seen as

potentially valuable to the c- unity agencies and tribal organizations

with whom the Mental Health staff would work. Dr. Shore, who shared

these interests was also able to provide the c.lirect clinical services

which had proved to be a significant ing- dient in the development of the

p rog at Neah Bay. A regular schedule of consultation visits to eoah

the major Service Units was established, and monthly visits became

goal to be accomplished. Dr. Shore purchased for himself a camp

which enabled him to take his wIfe and small daughter with him. In

way he was able to spend about two days at each reservation, including

evening meetings and consultations as well as the ctivities during normal

clinic hours.

The use of Residents in Psychiatry from the University of

t1ashLrtton Medical School to work with the Makah at Neah Bay continued.

A similar agreement involving medical students as well as residents was

in process of negotiation with the University of Oregon Medical Scaool.
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Local psychiatrists in the citiCs near Fort Hall, Idaho, Yakt a --d Lummi

reservations in Washington and at Salem, Oregon near the Chemawa DIA

Boarding School were also encouraged to formalize agreements for Mental

Health Services. T1

they repres-

eements and the early and continuing interests

were evidence of the con inuing support of the IHAD)D

Stanley Stitt,for the new Mdrital Healtn programs.

In the Spring of 1970 the work o_ the first siz months as a formal

prograM was summarized in a formal report by Dr. Shore and Dr. Foster

which is quoted below.



AREA WIDE PATTERNS

For each rnenteL health consultation contact in local Indian communities
the consultants, Dr. Shore and Dr. Foster, maintained a daily log. This
record sheet is included in the appendix. The basic outline for this check
sheet vas suggested by Griffith and Libo in Mental Health Consultanta: Agens.
of Communkty Chanme. The outline has been revised, following its initial use
-in a consultation pilot project in the Western Washington Service Unit. The
daily log includes a record of the type of consuktee contacted, the individual
who initiated the consultation, type and duration of the contact, primary
emphasis of the meeting,

. referral of the client, and the designee of respon-
sibility for Ikrther action. A summary of these daily logs is included in
the following section which reports the number and:types of contacts on an
Orea wie4, bosis And for individual service units.

The number of_ individual field visits has been determined by limitations
of the consultants' time and the demands in beginning a new program. However,
requests_from local service units and Indian people have been the primary
factors in determinina the priorities for mental health consultation in the.
first five months. The number of individual contacts and the type of
consultee reflects both the orientation of the Mental Health Office consult-
ants and the need and interest of local Indian people. One goal of the
mental health consultations is to document the consultation process and its
evolution over time. This is an initial report which will provide a foundation
for this documentation and a basis for comparison of further consultation

rk. le expect the type of coasultees and the focus of individual consult-
ation contacts to change as the mental health program extends into each
community and as the consultees become increasingly sophisticated with their
involvement.

The service uait emphasis plans for mental health consultation were
developed through direct plan_ ng with each local service unit. They are
presented here to provide an outline for consultation .planning on each
reservation and to serve as goals for the next twelve months. These
emphasis plans are only guidelines and should remain flexible, changing to
meet the demands and resources of each local area.

The charts 04 the following pages are intended to present a broad
outline of the area wide pattern of mental health consultations, reporting
the type of consuitees seen and the focus of comwmnity consultation. The
term "direct" is 4s4d to refer to patient consultation. The term "indirect"
refers to mental health consultation contacts with other individuals in
local communities, including health staffs, tribal governments, community
agencies, and others, Charu I reports the percentage of consultation
contacts by type of condultee in local Indian communities. Chart II r
mental health field contact by consultation emphasis, as r ted by the
consultants.



Area- idc of Mental Heal h Consultakions

- TYPE OF CONSULTEES
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AreiItdc Pa ntal Halth Con ult4tions
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It is interesting to compare the information about consultation contacts

and the proportions of time spent in delivering dit ct patient care -ith that

spent giving consultation to caretakers within and outside US. It 1- par-

ticularly striking that 60% of the time in the first year is spent in get-

ting acquainted on the various rese vations and in becoming visible as a

resource to the tribes and the other staffs already serving them. This

seems rather a long period df introducing services compared with the Neah

Bay report on the anatomy of a psychiatric consultation program, until ore

realizes that the Neah Bay program allowed two professionals each to spend

two or three full days per week on the reservation. The Area program permit-

ted staff travel to each Service unit not oftener than once a month, which

spaces out both the availability of the source, and the opportunities for

being inducted into the life of the Reservation over a longer calendar period.



Comment:-
The logs of patients seen 'ad the analysis of the problems presented

to consultants were not only utiliz1 In this study but also became the raw

data f torn which recommendations vere later made for recordkeeping and report

form design for IHS Mental Health and Social Service. These studies share an

interest in epidemiologic factors with an earlier study in which Dr. Shore

participated entitled "Psychiatric Epidemiology of an Indian Village"

(Shore,J. , Kinzie, J., Hampeon, J., and Patti n E.M., psychiatric

Epidemielogy Research Review, 8: 195: 195-198 Oct. 1970.)

The Epidemiology study of an Indian Village was conducted by individuals

who did not have as much pressure to deliver services as IBS staff and employe

They were able to seek out and evaluate persons not normally seen by IHS and

therefore be fairly certai- that their reports were not biased by population

samples limited to known patients.

IHS program planning in general and its Mental Health programs in par-

ticular have great need for this type of information on a wider scale. There

is also a need to be able to adapt programs and procedures to the findings of

such research efforts. (A process easier to espouse_thalLto implement in any

Bureaucracy.) The report just quoted is a parallel effort to develop what

might be called an "Epidemiolgy of Mental Health Consultati " Both types

of activity are needed.

C. Objectives Established

It might be noted that in establishing the Area-wide program the

modes employed incorporated the model described for Neah Bay, and also Che

medel of autonomously functioning Indian administered and cont -cted programs

developed at Fort Hall. This is perhaps a natural consequence of carrytng

out the Neah Bay model to Its logical conclusions,but it is not always as

clear as :hi_ Mental Health Staff in other Areas are not always willing

to follov out these intentions in developing progrnms at the local level.
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Many factors enter into the accomplishment of this_ goal:

The ability to define specific services for which
contracts can be written:.

The readiness of tribal groups to assume the resp ns-0
ibility of direction and control for themselves;

The availability of sufficient professional resources
for 'back-up' services both within IHS and in the
surrounding Indian and non-Indian communities.

Each of these necessary elements accounts for the varying degree- to which

the goals are accomplished. The objectives established for each of the

Service Units in the first year of the mental health programs operation and

the actions to be taken to achieve them give a fairly accurate picture of

the initial status of mental health programs throughout the area. They are

therefore copied from the report on the first 6 months activity previously

cited.
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SERVICE UNIT EMPIASIS PLANS FOR MENTAL HEALTH CONSULTATION

CHEMAWA

OBJECTIVES

Establish consulatiun relationship with school administration and
teaching staff.

Case consultation with field hIA social workers, concerning boarding
school condidate5.

3. Supplement consultation of contr
Dr. Jetmolani

4. Program planning consultation.

Isychiatrist when requested.

ACTION STATEMENTS

Field visit to meet with teachers and school administratton. Followed by
monthly mental health seminar with the teacher supervisors.

2. Initial contact with,BIA field social service staff. (done at Fort Hall,
, Umatilla, Lapwai, WarM Springsincomplete at Western

Washing_on, Yakima
and Colville'. Pursue BIA contacts with casework consultation when reques ed.

Consultation with clinic staff, students, social service, and dorm cou
selors. Prov:de inservice training to staff on request.

Assist in development of "Petroleum In
protliram for this population.

lent Abuse Survey" and a treatment

TARGET DATE
July 69 - Dec 70

-.W

RESOURCE REQUIREMENTS
Field Consultation by one or boih
members of the Mental Health Team
on 4-5 week schedule.
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SERVICE UNIT EHASIS PLANS FOR -MENTAL UEALTH CONSULTATION

cpwILL - SPQKANE

OBJECTIVES

1. Bec _e more visible as resource on Colville and Spokane Reservations.

2. Supportive consultation for developin new Colville CHR - alcohol
eworker ptosram.

Consultation servi
patient serv

clinic staff: insta training and direct

4. Mental health resource seminar, involving tribal leaders, clinic staff,
BIA, and community resources for Colville and Spokane tribe,.

Definition of extent and types of mental health problems.

6. Consultation with CHR and tribal police from Spokane Reserva ion.

ACTION STATDIENTS

1. Regular consultation visits by Dr. Shore.

2. Regular meetings with tribal council and CHR supervisor. On-site training.

3. Staff trainin3 sessions and "open-door4 consultation clinic, by re.ental
health team end/or outside psychiatric consultant.

4. Explore interest in Mental Health Resource Seminar with tribe and clinic
staff.

5. Consider epidemioiogi.cal survey.

O. Periodic consultation meetims with these personnel.

TARGET DATE
July 69 Dec. 170

RESOURCE REQUIREMENTS
Field consultation by one or both
members of the Mental Health Team
on 4-8 :feel- schedule.
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SERVICE UNIT EHPIIASIS PLANS UOR MENTAL HEALTH COWSULTATION

FORT_HALL

.10.0wegwrsmsweesrf

OBJECTIVES
,Sr11,.

Expand medical holdj.ng facility to include broader range of mental healthservices.

2. Increase mental ealth awareness and communication of clinic sta
3. Mental Ileala Resource Seminar, involving tribal leaders, clinic staff,BIA, community resources,'including ISU & VISTA.

Coordinated mental health effort with IHS social service.

5. Improved skills of counselor-attendants.

6. Increased awareness local pol c_ of mental health problems.

Increased sensitivity of local schools to problems of acculturation.

Coordinate Mental Health effort. ith VISTA educntion p ogram.

ACTION STATEMENTS

1, Consultation for ranZ with SUD, psychiatric social worker, and NIMH.
2. Instaff traininis focusing on emo tonal and cultural aspects of patientcare, "direct care° with patient consultatLon in liaison with Localpsychtatri.c consultant (Dr. James Martin).

3. MHRS planning with tribal leaders and clinic staf (Mental HealthResource Seminar).

4. Regular meetings w-th psychiatric socia

5. Trathin seminars on care of suicidal patients.

6. Monthly seminar with Blackfoot police.

Contact school personnel and Indian education coordinator.

Consult with VISTA on pre-kindergarten proram.

TAItCET DATE
July -69 - Dec.

6 2

RESOURCE REQUIREMENTS
Field consultation by .one or both
members of the mental health team
on 4-a week schedule.
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SERVICE UNIT ENFKASIS PLANS FOR MENIAL HEALTH CONSULTATION

LAPWAI - COEUR w_ALtAq

- - -7_
Effect a chanae in pat
adolescents.

2. Mental Health Resource Seminar, involvina rib 1 1
BIA, community resources.

3. Acquaintance with tribal leaders and health conunittee at Lap

4. Familiarization with state resources.

5. To increase the sensitivity to mental health problems by health

OBJECTIVE

of petroleum lant abuse among younger

-
clinic sf:a

ACTION STATEMENTS

1. To meet with clinic st school counselors and administrators in a
planning group.

Seminar planning with tribal leaders and cll.
Coeur d Alene.

staffs, at Lepwai and

3. Request SIM to schedule appropriate contact.,.

4. Visit state hospitals.

5. Consultation with SUD and CHRs from Ipa ad Coeur dlene.

TARGET DATE
July 69 Deo. 70

,u,ry..rmemos

AESOURCE REQUIREMENTS
Field eonsultation by one or both
nernbes of the mental health team
on 4 -8 week schedule.
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SERVICE UNIT EMZHASIS PLdNS FOR MENTAL HEALTH CONSULTATION

OBJECTIVES

I. A clearer definition of mental health problems and program needs.

2. Become famLlia r with local alcohol treatment group.

Liaison in education consejtatiou with local schools.

Consider Mental Health Resource Seminar, involving tribal leaders
clinic staff, BIA, choois, local mental health clinic, community
state resources.

5. Definition of drug abuse problem on the reservatLon.

ACTION STATEZENTS

L. Consultation with MD, tribal leaders, and community agencies to establish
an outline of mental health patterns.

2. Visit with AA leaders.

3. Contact Director of Proj-ct Ca ch-up,

4. Explore interest in mental health resource seminar with clinic staff and
tribal personnel.

5. Druz a u e survey (consider medical student _ellowship as one possible
personctel resource for such a survey).

TARGET DATE
July '69 - Dec. '70

RESOURCE REQUIREMENTS
Field consultation by one or both
members of the mental health team
on 4-6 week schedule.
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SERVICE UNIT PILPSIS FLAWS FOR NIENTAL HEALTH CONSULTA ON

Nam SAY

OBJECTIVES

1. Continue consultation aith clinic staff and CHR's. Liaison with resident
psychiatric consultant.

2. Reinforce roles of HR's in school comaseling and echool program
planning.

Increased sensitwity of mental a1th problems by tribal leaders and
community groups.

4. Stimulate development of rese v. ion based foster homes.

5. Pursue tnveatigation of high prevalence of active peptic ulcer-''

6. Mental health resource seminar, involving tribal leaders, clini
CHR's, BIA, school community and state resources.

ACTION STATMENTS_ - - - 0-.-1- 3 -

staff,

1. °Open door clinic. Individual consultations with MD and CHRis. Monthly
contact by consultants with visitin8 psychiatrist (Dr. Mollerup) in
Seattle or Neah Bay.

2. School consultation with CHR. Meet with Makah Alcoholism Committee.

Meetings with chairman of health committ-a tribal council,
enforcement.

. Consultation in proposal development, in conjunction with Area 0 fice
pediatric consultant.

Survey of medical records Consider use of special G.I. consultant.

Pursue plans with Olympic Center in Bremerton to sponsor this ei.nar
for Neah Bey, Taholah, and small local tribes.

TARGET DATE
July '-69 - Dec. 70

RESOURCE REQUIRENONTS
- Field consultation by one or both

members of the mental health team
4-8 week schedule.

6



SEPVICE UNIT EMPHAS PLANS FOR MENTAL HEALTH CO1&ULTATION

1. Increase awarness of health c

resources

TAH

OBJECTIVES

staff to mental health problems and

2. Assir.tance in plannina ment 1 health programs.

3. To provide liaison in educational consultation to local school.

To provide consultation in developing the occi,l educaticn unit
at Moclips High School.

Mental health resource seminar, involving tri al leaders, health committee,
CHR, BIA, school, community and state resources.

ACTION STATEMENTS

-----
Consultation with clinic staff in group ard individual sessions. "Open
door clinic" for patient evaluati n and t e tment.

fc 4-
2. Conjoint plannia!1 with the tribal he lth comittee, CAP and SliD.

3. Meet school sup rintendent. Work with CAP educational consult nt.

4, Regular consultation with scho 1 staff workLflg with the special omit.

Pursue glans with Olympic Center in r merton to sponsor this seminar Zor
Taholah, Neah Bay, and smaller local tribes.

9.7

TARGET DATE
July 69 - Dec.

RESOURCE REQUIREMENTS
Field consultation by one or both
memhers of the Mental Health Team
on 4-e week schedule.
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SERVICE UNIT MASTS PTNS FOR MEtTAL HEALTH CONSULTATION

UMATILLA

tei37@ti.a.! aErm

OBJECTIVES

TO facilitate use of Indian 0E0 education counselors in work with invividual
iadien students in the schools.

TO stimulate discussion and tribal involvement in an alcohol treat entproram.

Increase mental healt team's aware ess of local resourc s.

SolYport mental health work and planning of se v ce unit and trjbai
personnel.

5. Mental health resource seminar, involving tribal leaders, health comniittee,
'ervice unit staff, CIA, and community resources.

6. InCrease consultation servlces to Indian students applying for boarding
school placement.

ACTION STATEMENTS

Offering case consultation to education counselors. Providing liaisonwith school administration.

Conj int meeting of interested persons to discuss planning fox alr!oh,.
reatment p ()gram, scheduled by SUD.

3. Field visit to local mental health lini c and sta hospi al.

4. Cons itatton with SUD, CHR's, and tribal health committee.

Expnre interest in mental health seminar with tribal personnel and SUD.

On request, consult with BIA cov-u ity services field worker.

TAR.G DATE
July '69 - Dec. '70

RESOURCE REQUIREMENTS
Field Consultation by one or both
members of the mental health team
on 4-8 week schedule.



SERVIC UNIT SI PLANS FOR MENTAL HiALIN CONSULTATION

HARM SPRINGS

OBJECTIVES

1. Increase aw-reness of health clinic staff to mental. health problems atd
resources.

Supp -t plann4ng for Alcohol Abuse Treatment Program.

3.- Liaison in educational consultation with local schools.

Coordination via) local Mental Health Clinic.

5, Mental Health Resource Seminar, involving tribal leaders, health committee,
CER, BIA, schools.

6. Support mental he_ th £nvolvernent of OR.

_ACT1OV STATMIENTS

1. Consultatton with clinic staff it group and individual sessions. ,u0pen
door clin c for patient evalUation and treatment.

Consultati n with planning casirnittee.

Meet school administrators and .counselor

Attend Tri-County Health Clinic neeting in Bend.

5. Explore interest in mental he lth resource.seasinar with tribal personnel
and clinic staff.

6. Regular individual consults ions with CHR.

TARGET DATE RESOURCE REQUIRLMENTS

July. '0 - Dec. '70

=,.=,L=

Field consultation by one or both
members of the mental health team
on 4-8 veek schedule.
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SERVICE ITINIT IS FLANS FOR METAL REALTH CONSULTATUN

YAKIMA

OBJECTIVES

To supplement and continue ongoing mental health consul a
staff.

Act as coistants to tribal education cocittee.

Support ioik of tribal alcoholjnogram planning committee.

To increase awe

with clinic

for potential of develoPing an "Indian Alcohol AbuseTreatment Progrn at the Sundown-H Ranch

5. Mental Health Resource Seminar, including tribal leaders, clinic staff,IAA, and community resources.
6 To provide a psychiatric evaluatLcn and follow-up for suicide attempts andthreats.

7. To provide consultation to public welfare group and CHR
_

S. To provide consultation to EtA social service.

ACM -TATENENTS

I. Consultation sessions with staff, structured by SUD. Liaison withDr. Pattison by meetings in Yakirna and Seattle.
patient consultation..

2. Liaison for tribal leaders with public schools, consultation planningmeeting with school couns1

3. Attend a committee
meeting, coordinated by Mr. Gaullie.

4. Uork with Stn,.downi1 staff to develop program for Indians.

5. Seginar pl.erining with clinic staff and tribal leaders.
6. Seminar with 'sal- ide heLpers° (community gatokeepers) health staff, andDr. ?attison.
7. Consultation by Dr. Pattison.

O. Consultation offered by Drs. Shore and Foster.

"Direct c.lre" through

-

TARGET DATE
RESOURCE REQDIR

July '69 - Dec. '70

EN s

Field consultation by one or
both member of the Mental liealth
Team on 4-8 week schedule.
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SERVICE UNIT EMPHASIS PLANS FOR MENTAL HEALTh CONSULTATION

PORTLAND AREA OFFLCE

OBJEGTIV'

1. Coordination of the Nental Health Of
the development crf mental health programs.
Coordinelion with DC. Joan GoOtMQ(1. Field Mitedical C-

materna/ and child care.
3. Increase awaraess in the Area Office staff of the emotional needs of th field

medical personnel.

4. Working liaison vith the Bureau of Indian Affairs, Portland Area Office.
5. Increased awarness of the mental health perspective in program planning at

the Area Office level.

the Soci __rvice Office

in area of

6. Provide resource ot mental health educatLonal and referral material.

7. Provide a iocus for the planning and coordination of "research-service'
projects.

continued on foLlowing age)

ACTION STATEMENTS

1. A mutual review of existing alcohol treatment facilities with consideration
for the approptiatness of individual facilities in developing an Indian
alcohol abuse treatment program.

2. Planning and support for Indian people to facilitate the development of
reservation based Indian foster homes.

3 Appropriate feedback to the Area Office staff from field station consultation.
4. Regular meetings with B.I.A. Educational and Social Service Supervisors.

5. Participation in Area Office program planning meetings.

6. Develop a Mental Health library available to Area Office and service unit
personnel.

7. Participation in the Area Office research committee by Dr. Shore.
Consultation by Dr. Poster on proposed research from service unit stations.
Coordination Ath outside research personnel ho may be developing a program
on a particular reservation.

continued on followin- pa
_

TARGET DATE
July '69 - Dec. '70

7 0

RESOURCE REQUIREMENTS
Mental health consultants



Portland Area Office Emphasis Plan

continued.

OFIJECTIVE S

lb coordinate and stimulate development of outside mental health conlultantsfor local Indian 'Health field stations.

9. Axea Office Consultation with. Chief of the Pharmacy Office.

ACTIOV STATDLENTS

8. Coordination with Dr. Pattison in Yetc.ima, Dr. 3etnalani in Chemawa,Dr. Mertin at Fort Ball, and Dr. Mbllerup ot eai Bay to continue these
existing consultations.

To provide mental health consultation to the pharmacy officers at localfield stations for the development of drug atuse surveys, patterned afterthe Fort Hallpilot project.

TARGET DATE
'RESOURCE REQUIREMENTS

July '69 - Dec. '70
Mental health consultants
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Ppecialproiects

1, Foster Homes for Indian ChIldren

In addition to the special program developed for suicide prevention

at the Fort Hall Service Unit a number of other special program emphases

were identified. One of these, the need for Indian Fost r Homes for chil-

dren whose homes were disrupted or whose par_nts were too ill to care for

them has developed into a national concern that was the subject of Senate

Beatings in the spring of 1973. Since the substance of these hearings was

the opportunity for many Indian people as well as professionals to present

their findings and opinions, it is instructive to see the report of efforts

by the Mental Health Programs staff to asaist in the implementation of the

development of appropriate state action in 1969. The following is taken from

the Area report by Shore and Foster reviously cited.

FOSTER:HOMES

Among many of the tribal groups with whom we work --here has been
expressed a strong interest it Che development of-reserv ion-based foster home
facilities for Indian children, This is and has been a serious sonzern to
many tribes who have objected to local court placement of Indian children in
non-Indian foster homes. This, they feel most keenly, leads to an environ-
ment in which many Indian children will lose their Indian identity.

Upon request we have initi ted a renewed effort to meet with the Branch
of State Child Welfare concerned wirll foster children. Proper foster home
placement can have a distinct relationship to the psychological adjustment
and the mental health of Indian children. In many cases, we feel, it is
probably better for the mental health of the Indian children to be in Indian
homes in their own commmnity than in non-Indian homes, even if this requires
a change in the existing foster homs licensure standards. In relation to the
Indian homes available, foster home standards tend to be unrealistic.

Working with the Maternal and Child Health and Social Service Offices
of the Indian Health and appropriate state agencies, we hope to encourage'the
initiation of tribal action in the development of licensable homes on the
reservation. We hope that such action will serve to increass the number of
such homes and will generate greater interest on the reservation in carrying
out activities which will stimulate a greater participation in foster child
care.

7 2
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&MOLE aESOUJTICM OR FOSTER .0tES

The folloving is a resolution of a Northwest tribe, expressina theirfeelinv about foster home placement for Indian children:

'n71MEREAS, the Tribal Executive Comm
regarding state Policies to
Indian children; and

WHEREAS many Indian children tend t
their Indian heritage a$
their family and blood rel
determined to he responsib
raising a family; and

has expressed i_ts concern
fo ter homes and adoption of

lose the true identity and
as being displaced from
es who are known to be or

and reliable persons in

S. tt has been noted over more recent years that therehas been an increase in interest in providing fosterhomes for Indian childy n and adoptions by non-Indians,e;pecially since irtfttal per capita payments have beendistributed to tribal members.

NOW, EFORE, BE IT RESOLVED, that the Tr bal Executive Commhereby re-affirms its position in opposition of overlooking such Indian famil,ies by providing foster homes innon-Indian families

IT FURThER RESOLVED, that the adoptton out of Indian childrento non-indian families is he-eby opposed.

RESOLVED, that the appropriate state asencies and the office of -heCOvernorts hereby respectfully requested to sive every
favorable consideration in pcovidtns foster homes forIndian th;ildren withladlan familii:s or the adoptionthereof, by Indian families be aiven priority and thatany state policies made contrary thereto, be made
flexible wi.th retards to Indians.

ri 3



Peptic Ulcer Study of Makah TrIbe

An epidemiologic survey carried out while Dr. Shore was one of

the residents serving at Hesh Bay indicated a high prevalence of Peptic

Ulcer, and especially a reversal of the national trend for men to be

more often patients for this disease than women. This study was continued

under the contract arrangements, and a carefully conducted survey of

both men and women in the villages was made to determine the actual rate 0

idence. Examination of medical records and interviews were conducted by

the University of Washington Medical School staff and Residents.

Although the initial survey indicated a ratio of 1:3 for men t

women, a careful study of medical records reduced the ratio by finding it

to te 1 nom to 1.5 women. However, omen made more use of the IHS medical

staff during and between episodes, while men on1y utilized the physicians

at the ti.e of acute distress or dramatic symptoms. The rate for occ nce

in the Makah Reservation was established at 5% of the population significan
higher than the national average of 3%, and the prevalence for women at

about 4 times the non-Indian average.

These findings were discussed wi h the mecical staff, and with the

ribal leaders. and CHR's. Interestingly enough the pattern is not unlike

that of the early 19th Century, when women tended to be chief sufferers

in the No therm European popula ion. It may alro be found in other localities

where matrilinear respons,bilities are producers of intense stress in

the transit' n from traditional to indutrial cultu es, and are c,lmpounded

7,4
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by poverty and social disorganization. Much of the solution seemed to be

in getting at root causes, and in sensitizing the medical personnel so

that early case finding and adequate follow-up patterns could be established.

The results of this study are summarized in a paper prepared by

Dr. Shore and Dennis L. Stone, a senior melical student at the University

of Oregon Medical School in 1970. This paper entitled Duodenal Ulcer

Among Nor hwest Coastal Indian Women was published in the Americ

of Psychiatry 130:7, 1973, pp. 774-777. In this report the authors are

careful to point out that along with dietary and socio-cultural factors,

genetic elements must also play a role, since the findings are diametric ly

different from those of M.L. Sievers in studies of another tribal group

in the Southwestern Unit d States.

Sensitivity of Mothers and Adolescents to Preventive Health Ca e

In cooperation with Maternal and Child health as well as.with the

physicians in general medical servicesythe research expertise of the

mental health staff was utilized in preparing a survey concerning the

perceptions of the two large groups in the population, Mothers of small

children and Adolescents th mselves. The surveys were designed to tap

. awareness of preventive as well as treatment health routines, and

aspirati s for standards of optimal health, as well as attitudes toward

IHS and other surveyors of health care services. No follow-up report of

this study has been provided. Since it had major relevance for

other programs as well as mental health, it has been absorbed by these

branches of IHS after the initial pi- _ning consultations.
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4. Alcohol Abuse Treatment Planning

Characte- stically the planning for pro ram development ia this

major area of mental health concern involved In an participation and

liaison with _ribal alcoholism programs. However,definite roles were

seen felt both Mental Health staff and for IhS service units as a whole.

The description of the plans to be implemented from the 1969 report to

the Area Director sum up this position well, and forecast activities in

the years to come.

ALCOHOL ABUSE I AIENT PROGRAM

Because of the existence of alcohol abuse as a major Indian Health
problem ana repeated requests for assistance in the planning of
an alcohol treatment program from members of tribal government,
the Mental Health Office has placed high priority on development
of an alcohol abuse treatment program for Indians of the Pacific
Northwest. The extent of the problem of alcohol abuse on a
national scale is outlined in the "Preliminary Report of the
Indian Health Task Force on Alcoholism" of January, I 69. One
local perspective of the extent of this problem is recorded in
"PsyChiatric Epidemiology of An Indian Village" from the Department
of Psychiatry of the University of Washington by Drs. Shore, Kinzie,
and Fattison.

We feel that as an immediate goal, we should establish a comprenens ve
program for the treatment and diagnosis of alcoholic patients with
the organization of an effective follow-up program in cooperation
with multiple agencies in all Indian Health facilities and establish
an Alcohol Program Officer as a member of the mental health team,
to coordinate the alcoholism program. This is in line with the
recommendation of "The Preliminary T,:.sk Force" report.

Five principles are considered to be outstanding and shated in
comm n with existing Indian alcohol treatment programs in other
sections of the country. Including theee principles, a comprehensive
program should:

1. be an ailjndian program with emph sis on community
involvement at the local level,

2. utilize the principles of Alcoholics Anonymous, but
adapted to the special characteristics of the Indian
culture and broadened to include an educational emphasis
on the effects of alcohol abuse for the entire community,
particularly the youth.

7 6



be developed with reservatitbase Indian alcohol
case workers.

4. share specific area-wide resources, such as:

a. two alcohol program offieexS,

b. a central inpatient treatment facility for acute
withdrawal and initial rehabi itation (the "initial
treatment center")

shared resources of prof

d. regional training labs for

i nal consultation.

helping personnel.

e. standardized evaluations nE the effectiveness of
the treatment program, le4 tag to the evolvement
of more effective interven ion.

have a strong emphasis on the development of reservation
based, follow-up, treatment prOgraMs, structured to meet
the needs of local areas anti to utilize local resources.
With:

a. participation of a local citizens alcohol planning
committee in the development of each program.

regular long-term individual follow-up by alcohol
case workers. (non-drieXing alcoholic)

c. reservation halfway houses (if appropriate to the
needs of the local area).

d. vocational rehabilitation,

a working relationship with courts and the parole
system.

An area wide planning conference to assist in the development o
an Indian alcohol abuse treatment program, founded on the above
principles, is under consideration in tne Mental health Office.
Such a planning conference should incluJe directors of the existiag
Indian treatment programs with an opportunity for Northwest Indian
representatives to meet with these direetors and to learn of their
work. Initial discussion of the possibility of a planning workshop
has met with enthusiastic reception from Indian people of the
Northwest.

7 7



5. Groundwork Laid in 190-70 for Use of Uental HealLh Workers

During the early phases of the development of _Altai health programs

in the Portland. Area, TES had utilized non-indian national VISTA volunteers

in many of its outreach and lo al programs. The model of paraprofessioiJ.

staff, recruited and trai ed specifically for mental health tesks evolved

naturally from this exper It proved to be quite successful on the

Hall Reservation. This was a somewhat different base from which to

oach the use of Mental Ueal h workers than in other Areas where local

InJian employees expanded their roles. Perhaps in other Areas interpret

were more often needed, clerical positions were more available to be

utilized as an entry into more extensive counseling through the redefiaition

of duties for receptionis The CUR's aad loCal alcoholism counselors

also provided role models in the Portland Area for the use of paraprofessionals

with mental health skills. Although Mental Health Workers were added du

the first year of operations, the groundwork was laid for recruiting and

traiming these personnel once budget and career ladder job descriptions

could be developed.'

Other Activities In The Prst Year

A number of other aotiv ties were also carried out during this

initial year. Seminars for comminity agencies and tribal personnel,

participation in la ger meetings for Tribal Leaders, University and

Medical Students Educators and Public Eealth personnel were all part

f the daily attempts to gain visibility as a resource and to become

acquaint d in the three st te Area.

Record keeping, and the establishment of patient registers,

especially for suicide attempts aad suicides completed was also a

signif cant activity initiated in this petiod and carr ed on to hear

Irstit in subsequent years,



7. Look to the Fv--r-

T1,a final of the 1969 report summarize the main thrusts

foreseen for che _uture, as well as.the immediate. needs for personnel to

. implement them.

FUTURE DIRECTION AND PROCRAM GRO1

As a comprehensive mental health program for Northwest IMian people
develops there will be an additional need for human and financial
resources. Guidelines for future growth are provided in the emphasis
plans for individual service units and in the description of special
projects. A coordination of local, state, and federal support will
be aa essential part in takiag advantage of all potential resources
available for mental health.

The Mental Health Office has an immediate need for a third, full-
time Area Office consultant who can carry on the field consultation
work with Dr. Shore and Dr. Foster. This third person could come
from the fields of psychiatry, psychology, social work, or mental
health nursing. The individual should be capable of providing direct
clinical service for individual patients and community consultation
in local reservation areas. At the same time the Mental Health
Office will atteupt to stimulate psychiatric consultations for
,Arger service units from private psychiet. an effort to
provide Indian Health clinics with additlx.-,, ular, monthly
consultation. This will supplement the 4/1 of 1;he Area ,Office
consultants and.be carried on in parallel. Private psychiatric
consultants are presently working in this relatioaship ia four
service uni

The Mental Health Off ce plans to develop an indigenous
health associate program as described under Special Projects.
These mental health associates would be full-time employees
Indian Health, stationed at local Indian communities. At present,
resources are not available to begin this program. A position for
two alcohol program officers for the Pacific Northwest is also
under discuss!.on and included in a proposal which is pending at
the National Institutes of Health, These officers conld work
closely with the Mental Health Office in developing a comprehensive
alcohol abuse treatment program for Indian people.

7 9
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IV. PFOGRAN DEVELOPMLT 197

I crease in ProfessLona

the next

-72

years the Portland Area Mental Health programa

were characterized by exp sion of staff and continuing development along

the liies described in the original planning. Ns. Billie Von Fumetti,

a nurse who had received a Mental Health Career Development Fellowship,

joined the Portland Area staff. By the end of this time period (1972)

Ma. Von Fumetti was designated Deputy Chief, as well as having earned a

special citation for her work in program development. Dr. Ashley Foster,

whose psychological aiding was more in research than in clinical

consultation ser'Ices transferred to the Area Office of Program Planning

and Evaluation. His place on the Me tal Health team was filled by

Rosalie Howard, Ph.D., a psychologist who transferred from the Navajo

Area.

With a team of three professional persoas, each capable of

delivering both consultation and clinical services, the Area Office load

was redistributed. By December 1971 each of the Area staff assumed

responsibility for consulting with specific reservations: Dr. Shore

concentrated on the Taru Springs, Yakima and Col ille Reservations, aad

was able to visit ea h on a monthly bas

Von Fumetti became responsible for the reservatIons in

Northwest Washington: Quinault, Quileute, Makah, Swjnamish, Tulalip,

Lummi and STOWW,

Dr. Howard assumed responsibility for newly emerging programs at

Umatilla, Wash ngton and the hern Idaho Service units of Nez Pe

Coeur d'Alene, and Reotenai. She also sha.red responsibiLity for cov

to' Fort Hall th Dr. Shore. 80
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Since even this tripling of staff was insufficient to keep pace

with the widely developing ihterest in utilizing mental Palth services,

acts were negotiated with six psychiatrists in privat practice for

ice to five specific rese ations: Lummi, SwElamish, T lalip, Yakima

taholah, Shoshone Bannock (Fort Hall) and to the BIA school at Chemawa.

Mr. Gualke, MSW, from the Social Services Branch continued hi

.ve role at Yakima. In addition the contract with the University

Washington Medical School continued to provide a psychiatry resident t.

the Makah Reservation at Neah Bay even though Dr. Mansell Pattison under

I.4bom these arrangemen s originated had moved to Southern California. A

University of Oreg n program parallel to this began, providing a child

psychiatry resident to work with a tribal chi d care program at iarm

Springs, Oregon.

John Bopp, MSW, the former Service Unit Director at Fort Rail

'erred to STOWW in the spring of 1972, and .initiated regular consul.

n services to Lummi, Swinomish and STOWW on a weekly basis, proylding

ptofessional services and consultatlan to Service Unit staffs which

supplemented the Area Office consultations.

addition to Mr. Bopp, two other social workers were added on

l'cations at various reservations. They are briefly described in the

Area the WAD dated February 1972.

Mr. Iom Keast, Psychiatric Social Worker, jo ned the Mental
Health Office July 1, 1972. he served as Service Unit Director
and Social Worker at Chemawa Indian School for the 1972 Fiscal
Year. Friar to his employment in the Portland Area he worked
for Indian Health Service'in the Billings Area. During that
time he received a'spec1a1 commendation for his efforts in
coordinating resources and for exemplary ieadership in providing
health services to Indians on the Flathead Reservation. Mr,

Keast will be r-sponsible for the development of a mental health
program at the Northern Idaho Service Unit in Lapwai, Idaho.

8 1
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Mr. Ted 1<auners is the new psychiatric social worket
.
at

Taholah, Washington. He assumed his duties on May 28, 1972.
Mr. Kammars has had extensive field experience in the Bureau
of Indian Affairs and Indian Health Service in social work
administrative and supervisory roles. Ue worked in Alaska
for five years prior to his position with IHS Social Service
on the Colville Reservation. Mr. Kammers will continue the
development of the mental health program for the Quinault
Reservation.

2. Development of Cadre of Mental health Workers: 1970-72

Start ng with three paraprofessionals in 1970-71, six additional

Mental Health Workers were recruited by 19: . This add tion to the total

staff of the mental health program increa.; the resources of the Service

Units and added depth and breadth to loaal programs. Each of these

Mental Health Workers had specialized interests and duties whir e.re

described iii the 1972 Area report. These descriptions, rearranged to

group the personn-1 of each service unit together, are quoted below:

Neah Bay

MS. Donna Grosz has developed her mental health program in
Neah Bay with a special interest in preventive work with high
school students. She coord4,ates local aad state resources for
patients, works with the loGal Community Health Representatives
and others in the community to provide comprehensive care to
Ladiaa patients. During the past year she has participated, in
a training program sponsored by the Harborview Mental health
Center at the Harborview Hospital. Her training experience
included in-take counseling, individual therapy, group therapy,
and observation of the consultation process with special projects
and community organizations. In-patient care included observation
of milieu therapy and the emergency service. She is currently
responsible for the supervision of a VISTA community mental health
worker, for which she received additianal training.

Colville

is. Josephine Marcelley, Mental Health Worker on the Colville
Reservation, brought to her job a varied background in experience
and training. She has continued to develop her skills as a
therapist and is highly thought of by local tribal groups.
MS. Marcelley attended the University of Utah's Western Region
Indian Alcohol Training Center and has nearly completed her
field work for final certification. The University of Utal
training program has provided her with many additional skills
as a therapist in providing direct patient care..

8 2
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MS. Lena Wilson assumed her duties as administrative clerk for
the mental health program on the Colville Reservation
December 12, 1971, In the past she has worked for IUS,
Colville Confederated Tribes and the Bureau of Indian Affair
in a variety of clerk-typist positions. She worka under the
direction of Ms. Nancy Jo Melise, MSW. Ms. Wilson's main
area of responsibility is maintaining the clerical and
administrative functions of the mental health and social
service programs.

Umatilla

Mr. "Terry" Farrow from.the Umatilla Reservation has an

exceptional background as case worker prior to his
employment with Indian Health Service. Mr. Farrow major
emphasis was on, the coordination of local and state resources
for Indian patients. In this role he has provided an out-
standing service. He has been instrumental in developing a
proposal for a community mental health center, developed
interest and support for a el:oposed foster care group-home
on the reservation, worked o; tribal committees to fund a
tribal alcohol and drug abuse program, coordinated efforts
with the CUR program, mad served as program director of the
VISTA Community Mental Health Worker Program. He is currently
supervising the Umatilla tribal VISTA worker.

port Hall

Ms. Eula Peyope joined the program as a mental nealth worker
on July 24, 1972. She h had extensive experience nce
1952 in working with pa _enr. as a nurse's aide, cc lity health
representative, and tri_ ,1 F7. .tal health worker. training
background included CHR .Ing at Desert Willow dL aining
at Bingham Memorial Hospital, an Indian Management Institute
in 1968, and training in community development in 1969. She
will work under the direction of Ms. Thelma R. Wailer, ACSW,
Psychiatric Social Worker, in the mental health program at
Fort gall, Idaho.

Ms. floserine Martin, Mental Health Worker, also assumea
position with the program on July 24, 1972. For the past
two years MS. Martin has worked as a mental health worker
for the Shoshone-Bannock tribe under the supervision of
Ms. Louella Hutchinson. In this role she had regular
interviews with patients and family, provided follow-up
care, coordinated exisint resources, and maintained individual
case records for each patient. She completed LPN training in
Blackfoot, Idaho and at the Bingham Memorial Hospital. her
work in the Indian Health Service n2ntal health Program will
be under the direction of fts. Thelma a. Waller at Port Hall,

8 3
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Yakima

hr. Fred Uartth assumed his dut es as a mental health 4orker
on the Yakima Reservo7Ion March 13, 1972. He it; working
under the immediate supervision of Dick Oaulke who is th-
Yakima Social Worker of the Indian Health Service Social Service
Office. Previous to his employment with Indian Realthice,

ed worked for two years with the Community Action Prn6tam on
the Yakima Reservation. Ills currect project is with Indian
youth in the NYC summer program working on Indian "identity"
and self-concept issues.. During the coming year he will
continue to focus his program on school age children.

Mrs. Dolly Tahsequah has been the mental health secretary
at the Yakima Service Unit since February of 1972. She
worked as a tribal employee for the MCH program for one year
before employment with Indian Health Service. She works
under the direction of Mr. Dick Gaulke. Her primary
responsibility is keeping the mental health and social
service records up to date.

Northern Idaho

Robert Francis, Mental Health Worker, started his 1uties
on August 6, 1972. His pa:: work has included a position with
BIA Social Service includidg a special interest in individual
and family counseling. He will work with Mr. Tom Keast in
the development of a mental health program for the North rn
Idaho Service Unit.

Lummi

Mr. Vendean "Buck" Wanhington's position as mental heale.
worker for the Lummi Reservation started on July 24, 1972.
Mr. Washington's previous experience was in the area of
alcoholism counseling. He worked to establish a half-way
house and an alcoholism anonymous group on the Lummi
reservation. He is well known among the tribes of Western
Washing'Lon for his work with commurity alcohol programs.
Mr. Washiu ;ton is currently enrolled at thL University of
Utah's ',?n-.ern Region Indian Alcoholism training course.
As a aleatal health wel.er he will continue his work in
alcoholism and enlarge the scope of his mnntal health
activities as his program dmelops."



VISTA Comm 1 Health t)orkers

In addit on to IHS Mental Health Workers, who were all local

Indian personnel, seven reservations took advantage of an opportunity

to employ cowmunicy mental Li alth workers through a VISTA project. The

Portland Area Office sponsored training and coordination of these

volunteers while thel., e assigned to lncal programs.

VISTA Community Wital Health Workers
_

The Mental Health Program sponsored a program proposal for
tribal VISTA workers with the Seattle Region X Office of
ACTION/VISTA. The purpose of the program is twofold, first
to provide tribal groups with the opportunity to define jobs
within az. cmmunity that are needed but not being filled by
other a&encies, and second to provide Indian paraprofessionals
an opportunity for training and job experience allowing them
to move uo i7 career ;adder to more advanced positions.

The pro, C-1nded in December of 1971. All tribal groups
were int,-.red of eir eligibility to apply for one or more
VISTA workers. All VISTA's were sL' cter; from within the
Indian community by the tribal council or health committee.
Job descriptions were written by the tribal health committees
serving as a local VISTA Advisory Doard and in keeping.with
the priorities of progr,m development for each reservation
ctImunity. All VISTA's are unuer *le general supervision of
the health committee which develops guidelines and policy
supervision of the local VISTA's. Supervisors range from
IHS mental health workers, tribal alcohol counselors, community
health representatives to social workers.

Nine VISTA's were recruited from seven reservations. All V1STA's
were requested to attend a two week pre-service workshop in
Portland, Oregon designed and s affed by the Mental Health Program.

Supervisors were included in the training sessions 'or thr,..te
days during thc final week of training. On-the-job training
chedules were developed by the VISTA's were their supervisors.
lhe on-the-job training per od was for a two week period on
local reservations.

A follow-up training meeting was held in Portland, Oregon for
the VISTA's after they had been on the job for a month and a
half. The Mental health area staff provides monthly consultation
LO VISTA workers and their supervisors. Monthly meetings are
held vith ACTION/VISTA and Mental Health area staffs to coordinate
the VISTA project.
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B. §pecial Pro$rems_and Pro,11.st2.

1. Chernawa Boarding School

A number of speci 1 projects have aveloped at the Chema a Indian

H.t.gh School near Salem, Oregon. There has been an outstandingly good

relationship betw en IBS Staff and BIA sta f at this boarding school.

Several fact. ,,loubtedy enter into making this relationship viable.

One is the iporton of students that attend the Chemawa School

from the reservatIons in the Portland Area. This enables follow up of

dropouts d also pre-planning for en rance t6 a degree that is not

possible in other BIA schools where students do not originate in the

Area where the schools are located.

A study to identify potential dropouts, and some structural

reorganization of School staff and dormitory assignments as well as an

in-service training program are designed to not only collect more accura-le

epidemiologic data around the problem of school leaving, but also to

introduce constructive preventive changes into the operation of the school.

Anothet factor is probably the long term service of Dr. Jetmalani,

a local psychiatrist who consults with the Chemawa BIA and IHS stafft an

an IHS contract basis. Dr. N.B. Jetmalanl, who c_:e to the U.S. from India,

has a real sansi

well as the accu:! experience of several years work in this setting.

A third factor has been the unusual willingness of the BIA school

staff to allow the developmant of student responsibility ahd participation

developing programs. This is particularly true in relation to the

e the many p oblems of individuals at the school, as

alcoholism p am developed through NIMR and N1AA sponsorship. The most

complete description of this program is contained in the original proposal

which was submitted in the name of the Associated Students ef liemawa mdi

86



school, and funded in the summet, of The Chemawa Lndian Advisory

Board was added as a joint grantee, and Mr St=-e Le Buff, p oject

director, and three Indian Alcohol Counselors and a secretary comprise

he staff.

Because of its unusual nature, and its apparent effectiveness the

research prop sal is included here.
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DESCRIPTION OF PROJECT PROPOSAL

A. The. _Settinea_

Chemawa Indian Boarding School is the only Bureau of Indian Af-
boarding school located in the Pacific Northwest. The school campus La

.

located near Salem, Oregon on the site of the original school which began
in 1880. At the preseat time the boarding school has an enrollment of
approximately 860 Indian students. The Indian school is in a transition
phase, moving towards an acceptance of a larger percentage of students
from the Pacific Northwest. Since the 1967-1968 school year the student
body has changed from 87 percent Alaskan and 13 percent Navajo to its
present composition of 64 percent Alaskan Native and Alaskan Indian,
35 percent Northwest Indian, and 1 percent Navajo Indian students.
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This diverse population does not represent all Alaskan, Navajo, or
Northwest students wl:o attend Bureau of Indian Affairs boarding schools
since many student,a may be assigned to a school in another geographic
area. The students range in age from 14 to 20 and attend grades nine
through twelve. Alaskan and Navajo boarding schoel student referrals
most frequently are made on the basis of geographic isolation and lack
of pnblic school facilities in their local community. All Northwest
reservation communities are situated close to public school facilities
which serve the majority of Northwest Indian children. Referral of a
Northwest Indian student to boarding sehool is frequently made on the
basis of disorganiing social and inter-personal factors.

B. Exte t of the Alcohol Probl

The student group and sehool staff have experienced increased stress
in the past two years as a result of the change in student population.
The stresses have been manifested by a 500 percent increase in the student
disciplinary dismissal and dropout rate from the Indian boarding school
between the '67 - 168 and '69 - '70 school year. For the disciplinary

88



dismissals a common picture has emerged. The episode leadJLA to the

expulsion is frequently associated with alcohol abuse and di eRtive

behavior. This is often followed by arrest and a subsequent diiat.
Many students return home only to became pe manent dropouts with lf.!-cle,

hope of continuing their academic careers.

School
Year

Number of
students

Percentage of
total students

CHART II

Student Dismissal and
Dropout R te

'67 - '68 '68 - '69 '69 - '70 '70 -

26 37 138 112

3% 4% 167. 147.

* '70 - '71 statistics represent the first half of the

school year oray, September - December 1970.

The disciplinay dismissal and voluntary dropout rate for the total

student enrollment has_increased steadily over the past four years. From

the school year '67_- '68 until the 169 - '70 year the combined dismissal

and dropout rate rose from 3 percent to 16 percent. -17",e is a 14 percent

dismissal-dropout rate for the first half of the schooli year '70 - '71.

It is notable that 74 percent of the disciplinary dismissals in the school

year '69 - '70 were Northwest Indian students and that 58 Percent of the

volunreer dopouts came from the Northwest area. This is statistically

significant when one compares the dropout rates with the student body

percentages: 64 percent Alaskan, 35 percent Northwest Indian students.

In the first half of the 1970-71 school year 78 percent of the disciplinary

dismissals and 55 pecent of voluntary dropouts came from Northwest

students.

CHART III

Percentage rf Dismissals
and Dropouts by Student ceneo

School '6'3-'70 Dismissals '69-'70 Dropouts '70-",1*Dismissa s '70-'71*Dropouts

Year (n = 75) (n = 53) (71 = 37) (n_,. 75)

Northwest
Students

Alaskan
Students

73% 58% 87% 557.

27% 42% 137. 457.

*
70 - '71 statistics represent the first half of the school

year only, September - December 1970.
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As reported above, there was more than a five fold increase in
disciplinary dismissals from school year '68 - '69 to school year
'69 - '70. Of 75 dismissals in school year '69 36 (48 percent)
were related to drinking. Of the 39 disciplinaiy dismissals in the
first 'half of the school year '70 - '71, 30 (77 percent) were related to
drinking. In school year '69 '70 '36 dismissals were caused by alcohol
abuse; 19 students were dismissed for repeated drinking; 13 for drinking
while AMOL;and 4 for drinking and sniffing vari.s inhalants. The
remainder of the dismissals (39) for '6) - '70 were for a variety of
reasons; 15 for repeated absenteeism, 4 for fights, 5 related to glue
sn,ffing and 6 for sexual promiscuity.

CHART IV

5:1Ident Dismissals and

School '67

year

- '68

s by Category

'68 - '69 '69 - '70 '70 - 171*

Dismissa

11 9 36 30drinking
other disciplinary

(AWOL, rule breaking,
fighting, drugs) 3 8 39 9

TOTALS 14 17 75 39

22JL

4

2

14 39student or parent
request

homesic1css

emotional problems 2 4 5

transfers 1 0 6

other 1

TOTALS 12 20 53 73

* '70 - '71 sratisttes represv.lt the first half of the school
year only, September Decent 1970.
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The breakdown of disciplinary dismissals and dropouts by student group
is given in Chart V below. If the rat s for the first half of the school
year September to December of 1970 are projected one sees a continued
increase in number of disciplinary dismissals and dropouts. The number _f
Northwest students given disciplinary dismissals remains significantly
higher. One is also impressed with the fact that the dropout rate for '711

Northwest and Alaskan students rises sharply. It seems likely that the
stresses created by a changing student body and the resulting crises of
dismissals and dropouts has influenced other students to leave voluntarily
as well as same students leaving when their peers were digmissed.

CUART V

Dismissals and Dropouts
by Student Group

School '69-'70 Dismijsals
year

'69-'70 Dropouts '70-171*Dismissals '7 , ,:ropouts

Northwest 55 31 32 41

Alaskan 16 22 5 34

Navajo 4 0 0 0

TOTALS 7 53 37 75

*
'70 - '71 statistics represent the first half of the school
year °ell, September - December 1970.

There was a total of 859 Tndian students at Chemawa in the school

year '69 - '70. During that year there were 226 documented occurrences of
drinking as compared to 74 in the previous school year.

School
Year

Number of
Occurrences

Student G up:

C1L4RT VI

Occurrences of Documented
Drinking Among Students

'68 - '69 '69 - '70

74 226

Northwest 115

Alaskan 98

Navajo 13

9 1
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By analysing the timing of the drinking occurrences it is found that the
increases among the Northwest student group preceeded the times when they
were allowed to return home (Thanktgiving vacation in November, Christmas
vacation in December, Washington's birthday in February, and just before
the conclusion of school in M3y). A dramatic increase in drinking occurred
in Decembe- with Alaskan stucl-nts. It is felt that this increase may be
relned che fact that Nori-,qest students were allowed to return home
141iie most Alaskans remainec: 2E school. This highlights the possibility
that while the entire school in a transition period, there are specific
crisis periods at certain ,f the year when students feel greater
stress which is rnanif2st1 ii ic 'eol abuse.

Incidents
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It has been stated that alcohol abuse often leads to arrest, subsequent
el dismissal and a permanent dropout pattern. In the first half of the

school year '70 - '71 (September December 1970) forty stud2nts were

arrested a tot 7 of 41 times by off campus law enforcement agents. The group
consisted of rirls and boys. Twenty-four of the total group were under
18 years of a,ge 10-neteen al%..7.sts were at school request because of uncontrol-

lable behavior, :8 -rrets were off campus, and 4 artest..1 were by a missing

persons bulletin_ Of the 41 arrests, 19 were for drunk and disorderly conduct
and an additional 14 for possession of alcohol, making 33 of dne 41 arrests

(80 percent ) associated with alcohol abuse.

CHART VIII

Students in Legal Custody
September December 1970

Reason for a

drunk and dis rderly
possessien of alcohol
AWOL and curfew violation
shopliftilg
theft of money

19
14

5

2

TOTALS 41



Special mention should be made _of the suicide attempts among the
boarding students which are reported for the school year '0 - '70 since

the pattern of self-destructive behavior also identifies Northwest students
as the population at risk. There was direct association with alcohol abuse
and suicide attempt in three episodes. Also, a higher number of suicide
ateempts took place during the same crisis periods which are associated
with alcohol abuse. In the school year '69 - '70 there were 30 attempts

by 24 etudents. There were no seccessful suicides. The average age for

the students who attempted suicide was 18 years. There w.re 2 males and

22 females in the suicide ateempt group. Three girls had multiple attempts
which accounted for the additional reported incidences. All students were

single. They were enrolled in the ninth through the twelfth grade which
includes all levels of this boarding school. Twelve of the 24 students
came from Northwest Indian communities, 10 from Alaska and 2 from Navajo.
Again, the over representation of the Northwest students in the suicide
attempt group is statistically significant.

All thirty suicide attempts took place in the dormitory setting.
Thirteen attempts Imre attributed to a quarrel with a friend or relative
while five were thought to be an effort to change a relationship or to

express anger. The most common methods of suicide attempts ware wrist
cutting (seven cases) and drug overdose (20 cases). Thirteen of the 20

drug overdoses were judged to be of minor significance. In 23 attempts
the act was discovered by direct communication fram the patient. There

wss a past history of suicide attempts with four people. A psychiatric
diagnoses indicating serious mental illness was made with only two

patients.

All available information pccx':s to the conclusion that referral to
Indian boarding school from NoteheTest Indian reservationsselects the
students under the greatest soeere, rrc intc:r-posonal stress, therefore
identifying the adolescents who eel. e higher reek for alcohel abuse and

self-destructive behavior. These 0.eeelee wee)e explain the higher

incidence of suicide attempts and e abtl; among the Northwest

boarding school student population. A...chough Northwest udents as a

total group may not experience greater adjustment prohlems than other
groups of Indian students, the Northwest student group selected for

boarding school referral come from the highest risk group.

NEED:

There is no on-going or previou.. eeperience with an alcohol abuse

program at the Chemawa Indian Boarding School. The present project will

integrate .ts activetees with services of the Chemawa Counseling Department

of the Bureau of Indian Affairs and the Indian Health Service at the

Chemawa Health Center.



COMMUNITY PLAPNING ACTIVITIES:

This project proposal has evolvod from a suggestiop. for an alcohol
abuse prevention program model made to the ASsociated Students of Chemawa
by the mental health consultants of the indian Health. Service. Planning
for the project proposal, its administrative structure, and daily operation
was done by the Associated Students of Chemawa, the Chemawa Indian Sohoo
Advisory Board, in consultation with the professional staff from the
Boarding School and the Indian Health Service. The Associated Student
Croup is the elected'student council of the Chemawa Indian School,
representing all classes and.age groups. The president of the Associated
Students of Chemawa is elected by the student council. The Chemawa Indian
School Advisory Board, composed of six adult representatives of Indian
-communities from the Pacific Northwest and Alaska, will serve as grantee
for this project. A professional advisory group, consisting of members
of the Bureau oe Indian Affairs boarding school staff and the Ind% Hea
Service, have worked with the student council and the Indian sch': lold
to coordinate planning with Bureau of Indian Affairs academic, c, ling
and dormitory staffs, Indian Health Mental Health consultants and Health
Center personnel. All above groups have been involved in planning the
project and are committed to support the alcohol abuse prevention project
with maximum student involvement.



Planning Meeting of t e Student Council on
Chedtawa Alcohol Abuse Prevention Program

February 19, 1_971

The following stipulations are included in the Alcohol Abuse Prevention
Program at the request of the S udent Council. This resolution is used
as the program operation outline.

Selection (-) Progra_ Participants

A. Hiring policy for full-time staff:

I. Preference be given to boarding school gradua

2. A student group will interview job applicants end will make
final selection. (Selection to be shared with the Chem wa
Indian Advisory Board)

3. A stndent group will make periodic evaluation
forr vce and efficacy and will retain power 0.
unacceptable performance. (Power of dismissal
with the Chemawa Indian Advisory Board)

B. Student Voluntee:

staff per-
ismissal for
be shared

1. Dormiory Council (students and staff) will sbnLt names of
interested candidates to the Student Council.

2. The Student Council will interview the candidet and make
final appointments.

Student appointed volunteers will receive acadrnic credit and
a stipend for their participation in the pgram

II. Necha-ics -f Program Action

A. Student volunteers will be on call evenings and :lt be notified as
soon as possible and involved in a 1 disruptive behavior related to
aleohoi and drugs .

B. Decisions to admit, to hold and to release fr the holding faci
will be made by program.members.

C. Transportation from the trouble spot to the holdin% facility will be
the responsibility of the student volunteers and prosram counselors.

D. Volunteer admissions to the facility will not alwa,0 be reported for
disciplinary actiolL

E. Guidance Department and program members will crnsult and work together
on input for the students' permanent records and let ers home concern-
ing drug end alcohol prOblc;ms.
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The proj ct. staff, consistine cf i men Cal health prefesstona 1. from the
fielda of c
io-profcssiurtal Indian alcohol caseworkers il be selected by a joint
decision of the student council and the ludian ioarding School Advisory
Board. The project staff will receive oriente-iou and training on the
technieues of Indian a Icuiwl casework from the Western Regional Indian
Alcoholien Treining Center in Solt 1-11-e!. City. The project staff will
atawer directly to the student council and Indian Advisory Board as their
lermdlete superviers. They will work in the recruitment end training
program for the volunteer student assistants and the operation of the
holding facility. Student volunteer assistants will be selected by the
student council after a nominetion from the dormitory councils. Student
velunteer assistants will be trained by the project staff and participate
with then in e school-wide education program on the effects o!' alcohol
abuse, the management of drinking problems in the dormitory setting, and
the staffing of the holding fecility. Student volunteer assistants will
receive academic credit in a fornal health course on alcohol abuse and a
stipend for on-call partieipatior in the management of drinking problems
which o cur after school hours.

auseline, social verk, psych gy, or psychiatry and two

The student volunteer group will participate with the project staff
im educational discussion groups concerning alcohol abuse, both in the
classroom and dormitory settiug, This educational program, concerning
alcohol abuse, will be directed at the entire student body and will
imclude effects of alcohol on physical and mental health, normal and
abnormal patterns of drinking, patterns of alcohol abuse at the Chemawa
Boarding School, and operation of the alcohol abuse prevention program.
In addition to the group student education program, the volunteer student
assistants will participate in an on-call schedule during evening hours
awl will be notified as soon as possible for involvement in all disruptive
behavior related to alcohol and drugs. A decision for admission and dis-

eVarge of a student to the holding facility will be node by program
members following guidelines laid down by the volunteer student assistants

and the student council. The holding facility, a group meeting room, and
offices for the program staff will be Located at the Chemawa Health Center
in a wing of the building that allows privacy for an independent program
operation and immediate access to medical services. Transportation from

he trouble spot to the holding Eacilily will be the responsibility
the stedent volunteers and program counselors.

Pa interdisciplinary group consisting of project staf, volunteer
student assistants, boarding school guidance and social service professionals,
Irellan Health Center staff, aed rental health consultants will work together
to provide coordinated follow-up for students involved in disruptive behavior.

A wide-range of follow-up resources will be developed to include: group

educational sessions, group counseling neetings, individual counseling, and

peer group discussions.



A profc,5101u11 staff coordinating group has been approved by the
student counc I to assume the responsibility for coordinating activities
for the alcohol abuse prevention progran with the service departments of
the Bureau of Indian Affairs and the Ind an Health Service:

Name

%%MOS Ii. Shore, M.D.

Pat

Tit le Coord ina tor to .

Chief, Mental Health Office Indian Health Service
Indian Health Service Vental Health Office
Portland Area and Pro eet Staff

Erns ISV Director of Social Services Indian Adviso
Chemawa Boarding'School Board

Thonas C. Seidl
Pharmacist

Service Unit Director
Chemawa Health Center
Indian Health Service

Chemava Indian Health
Service Center

Joseph F. Coburn, ESW Boarding School doidance Associated Students
Counselor of Chemawa

N JeVmalani, M.D.

Clcnnent A. Azure

Leo B. Henry

Psychiatric Consultant Project Staff
Chemava Boarding School

Academic Supervisor Academic Department

Social Services Counselor Bureau of Indian Affairs
Cuidance Department.
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Chemawa Indian
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JECT

1

Associated Student
Council of Chemawa

Alcohol Abuse Prevention
Project Staff

Volunteer
Student
Assistants

Professional Staff
Coordinating Group

Indian Health Mental Health OfEce
Ctemawa Social Service
Chemawa Health Center
Chemawa Guidance Department
Cbemawa Academic Department



The position of the project direetc- will be by a menial hcj It I

professional with preference for an Ir.d porson. The mental health
professional's background con include a degree in the fields of psych] tric

social work, psychology, gi.Odanee, or mental health consultation. The

alcohol caseworkers must be Indian people recruited from the Pacific North-
west with preference given to boarding .5chool grnduntc. Recovered alcoholics

ho can show capability for wcrking with the student group will also be given

preference in catisideraUnri

E. PREVENT:LON _AND :TREATME_7:

In developing an alcohol abuse education program within the boarding

school setting and a holding facilit:, as an alternative to arrest and jail,

the program staff will attempt to change attitudes and behavior patterns

about alcohol use. Most students at boarding school would not be judged to

be alcoholic. And yet, the effects of alcohol abuse cause major impairment
in their life adjustment if it results in disruptive behavior, arrest,

dismissal or dropout. Primary prevention of this vicious cycle would appear

to do much towards changing the disruptive chronic effects of alcohol abuse

for these Indian young people. Program results can be evaluated by the

impact on the dismissal and dropout rates and the number of reported occur-

rences of alcohol abuse. Furthermore, individual admissions to the holding

facility will be documented by a confidential medical record form which will

allow a follow-up assessment of the effect on the individual careers of

Indian students.

I. SERVICES IN KIND:

In-kind oervice contributions to the operation of the alcohol abuse

prevention program include:

Bureau of Indian Affairs, Guidance Department
Bureau of Indian Affairs, Social Services
Indian Health Service, Health Staff
Indian Health Service, Health Center space for the holding facility,

group meeting room, and staff offices
Indian Health Service, mental health consultation

No other Federal grants are involved ia the funding of this project.
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Reading ltveen the linen of th proposal, with the known

his tory of the Portland are Mental_ Hea th programs, will 'bow that the Portland

Area stiff and the IHS contract psychiatrist played a consultative and col-

laborative role in developing thio provram. The Chemawa School Alcohol Ab

Preventive prorriui iliustrarem the model forth as an ideal for

the Area of having a local group devel p specific s-..r ices according to a defi-

nition of their wm needs. The reduction in the number of dis iplinary aciticne

arrests arid school dropouta asscct.iited with alcohol abise has been stated in

generally favorab It is to be hoped that the research expertise

the Mental Health staff will help evaluate the program over time

2. Warm Springs Mental Health and Alcohol Projec

This program was initiated in 1972, with a tribal contract. Plan-

fling this project as carried on throughout 1970-72. A fuller description

has_been added pecial section of this report. In order to note it in

its proper his orical sequence the brief sutnmary included in the 1972 report

is quoted below:

Warm Springp Tribal Mental Health-Alcohol P o ec

Indian Health contract alcohol funds for the Pacific Northwest
_re awarded to the Warn Springs tribe, which is placing ell mental

health and alcohol related programs under a single tribal department.
The tribal council, in showing their participation in the developmerit
of a tribal alcohol and mental health program has contributed $10,000
annuat to hire a mental health worker. This is one of the first Indian
mental health workers in the country hired with tribal funds. The posi-
tion will work closely with the coordinated mental health and alcohol
department. Mr. William Nicholls, formerly with WRIATC*, is the direc-
tor of this program. Additional progran staff (two Indian alcohol coun-
selors and a secretary) have been hired, are participating in an in-
service training program, and are actively involved in field casework
and development of rehabilitation resources.

*Western Region Indian Alcohol Training Center, Salt Lake City

3. All Suicide Prevention F a Progress in 1970-72

This work _o: inued as summarized below from a progress report subm t-

ted to N1KH.
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Fort 11111 Suicictu Proven tion Con ter

The funded a three year uicJde research grant to the
,hoshone-Bannock Tribe starting June 1, 1971 for a total of $31,240.00
for the first year. The purpose of the grant was to follow-up a Slot
study of "Adolescent Suicide at the Fort Hall Indian Reservation? and
to evaluisne the effectiveness of a community treatment center created
on the reservation to deal with self-destructive crises. Dr. James Shore
(of IES) and Dr. Jerrold Leby, Professor of Anthropology, University of
Arizona, are co-principal investigatores. Mr, Don Gordon is the field
research assistant.

Re rch goalG included:

1. Evaluation of the reservat on-based and tribally-sponsored
medical holding center designed for crisis intervention and
suicide prevention in an Indian community.

2. Review of records to evaluate the behavioral adjustment of
individuals treated in the medical holding center.

. Establishment of long-t rm rates of suicide, suicide attempts,
and crimes of violence or this tribal group.

4. Utilization of field interview methodology to verify the popu-
lation at risk and to determine if the population served by the
medicil holding center is identical to the population at risk.

A long term follow-up at two and five years to evaluate the
effect of the medical holding center on behavioral adjustment
of treated individuals. A follw-up to evaluate the effects
of the center on multiple soc:Ial pathologies as reflected by
community rates of arrests, accidunts, drug abuse, school
dropouts, and the incidence of broken marriages. And docu-
mentation of community participation in the development and
operation of the medical holding center.

Although completed suicides have not been reduced by the work
the program to date, it is clear that a better understanding of the
program's operation will help us direct outreach workers to an earlier
stage of intervention in providing a Inort meaninc,ful service to this
Indian community.

Data from different aspects of the research projects are being
collected. An analysis of data is in progress. Preliminary analysis
indicates that predictive factors can be isolated to identify high risk
families.

Unfortunately this project was abruptly terminated for a number

of complex reasons. The official record notes this fact critically:

"Due to administrative problems this grant will be terminated after
one year of implementation."

1 0 1



A ea Wide Involvement in Mt1Heaith

As part of a :-neern in all IHS Areas, made of IDS

Mental Health Records. Dr. James Shore becwne chairman of a national

committee to develop adequate record forms arid to develop special

isters for suicide prevention, alcoholism and other prominent mental

health problems. he brief report in the Area report of 1972 deribes this

activity succinctly.

Mentil Health Infnrmitton S_ystem

Dr. Shore is chariman of two committees on data and evaluation.
The primary emphasis of thealcommittees has been the development of
a patient-centered, problem-oriented, inter-disciplinary reporting
system with guidelines for standards of care. See sample of
Portland Area reporting form. A problem list avoids diagnostic
labels and enables an interdisciplinary team to use a common
reporting system regardless of the level of training and experi nce.

The present patient counseling report f om will be used in all
Portland Area service unitu during the months of July, August,
and September. Based on the results of the pilot project and others
a national reporting system will be established for the Social
Services and Mental Health Programs of the Indiam H alth Service.

The establishment of high risk case registers are being started
in each service unit ot the Portland Area. ht this time a
minimal standard of care has been developed for dle Suicide Register.

Standards of care for the other categor es will 'be developed. These
include:

1. suicidal behmthr
2. childhood hyperactivity
3. schizophrenia
4. alcohol abuse
5. mental retarda

Prograw planning and evaluation of each service unit mental hcalth
program will begin to incorporated the epidemiological
pattern and projectaitreatment plan for each high risk tat_ o



The IHS Mental Health programs are not free standing. The record

systems they develop must be integrated with that of the to al health ca

program, and often other personnel besides mental health staff h ve re1evai t

information to share and a separate set of patient and activity records to

keep. This was recognized by the Portland Area and an effort made to co-

ordinate their own work with that of other staff is noted in the 1972 Area

report.

Hental Health R cord Standardization Pro ect

Miss VonFumetti has been requested by Dr. Shore to develop a
format for standardization of mental health records. Vittile the
project has just been formulated, several possibilities have been
discussed.

tia

1. Any standardization format should be developed jointly
with social services, medical records, and mental health.

The possibility of using the public health nurses family
folder as a basis for a social history.
Utilization of a standardized family history rather than
an individual history.

If separate records are maintained the central linkage should
be the medical chart.

It is anticipated that this project will require lengthy nego-
ons with all concerned programs.

V. PROGRAM DEVELOPMENTS 1973-74

A. Staffing Patterns

1. Personnel Changes

In the Area Office, two major departures took place puring this

period. Dr. James Shore left IHS in the Summer of 1973 to assume

r sponsibility for the development of a community psychiatry program

ith the University of Oregon Medical School in Portland. He continues

his deep involvement in American Indi n Me tad Health, and continues

as a consultant to the IHS both at the national and Area lev 1. His

variety of re ea ch interests in a number of Drojects vill continue, and

as the n -ent within the Medical School pia:1g mi eo].ves it vill
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undoubtedly become a ba e for morr_ Resident and Medical student participa-

tion in 1HS programs as they evolve.

Ms. Von Fumetti, who had earlier received co mendations for her

administrative work as Deputy Chief, promoted to Chief of the prog

and continues her previous a tivities. h_the additional admini-

strative duties she has relinquished some of her consultations to the

Northern Puget Sound Reservations. M-. John Bopp is taking a more ac_i

role with STOW, and Mr. Al Tolz, Chief of Portland Area Social Servides,,

began functioning in 1973 74 as a M.H. Consultant to some No thwestern

Service Units.

Dr. Rosalie Howard also left 11-tS, in the Spring of 1973, to en et

private consulting practice in Eugene, Oregon, He- interest in some of

the training activities still continues, and she may become availabl

a consultant on contract bases to programs such as thome at Chemawa wh

are within easy travelling distance of her new home.

Dolores Gregory, M.D., joined the Area staff in the Fall of 1973 to

provide a psychiatric member and to consult with Yaki a Wa-:- Springs,

Colville, and the emerging program on the Spokane reservation.

Carolyn Dearborn, who was the fir t secretary to the Area Office

Mental Health team has been promoted to Administrative Assistant.

At the Service Unit level a number of changes are also evident. A

master's level social worker, Mr. Pepperlhas replaced Thelma Waller at

Fort Hall. At Bellingham, a clinical psychologist is available for therapy

seas ons under contract,and Jay Navarro M.A. haabeen added to the Lummi

Seriace unit as a full-time staff member. He will also consult with

Swinomish and Nooksak located nearby. LumMi Service unit has general

responsibilities for these Northern Puget Sound rese-- ations. This

will f ee Mr. John Bopp, MSW to concentrate on the Lower Puget Sound

group organized under STOW. 10,1



Nancy Molise, has been 3delad to the Colville fituf, and

together with Josephine Marcelly has provided services to the adjacent

Spokane Reservation for nearly a year. Chris Sijoht has been recruited

at the Spokane Reservation, which will now have its own niental health

worker. The Colville staff -ill continue to accompany the Area Psy-

chiatrist on regular tonsultation visits to the Spokane Reservation until

program has taken root,.

Paula Hope has replaced Donna Grosz at Neah Bay as a Mental Health

worker. Clarence Cowapoo has been added to the staff at Umatilla, where

Mr. Terry Farrow han been giv n leave for long term training. Peter Olney

has been added to the staff at Yakima.

2. Paraprofessional Supervision

The professional IHS Mental Health staff make their training and

supervisory expertise Widely available upon request.

In general there are estimates that each of the professional persons

cletisely supervises he work of at least four p raprofessionals, although

a count of the total nwnber of IHS Mental Health Workers on all the reser-

vations does not appear to equal this total.

include Tribal Alcaholicra counselors, Johnson

Child Care Workers in 4ead S

well as VISTA and IHS Mental

The total runs well over 100

However,

O'Malley

art and Day Care or group

such a count must

school counselors,

home p ojects,

Health workers and Social Work Associates.

mental health paraprofessionals working in

the Area. Superviston and training of these many workers would not be

possible without the cooperation of IHS Social Services with pro-

fes ionals from other gencies'personnel at the Service Unit and Area

level. A spcc*al Report an Training was prepared by Dr. Rosalie Howard

and is available from the Portland Area Office: Howard, Shore, J.,

VonFumetti, B.: Menta4 Health Worker Training. H.H. Offj. R__ort, No.4

pp. 1-59, July 1973 . 105



National SocIi1. Work tu;Jociate Program

An of 1973-74 there are no Social Work Associates in the Portland

Arpa Mental Health Program. However, the over 11 IHS program for this

ining is headquartered at Yakima, under the direction of Maxine Robbing,

MSW, who is a memb r of the Yakima Tribe. Ms. Robbins has developed an

entry le el position, where local Indian members can be supe- ised by

Social Workers and also pa' icipate in available Area and Academic training.

This position provided the i ltial entry for many Service Units outside

the Portland Area who saw the need for a paraprofessional development

before their Mental Health programs developed suffi iently to establish

separate positions. In some Areas supervision is performed now by Mental

Health programs staff, and in others social work asseciates have moved

along the career lattice to mental health specialist positions at a,

higher grade after completing their training and gaining exper ence. Some

social work associates remain with the Social Services branch, and theoreti-

cally at least may in time be able to develop ficient skill and training

to qualify for RA and SW positions. Although fewer in number than mental

health workers, the social work associates make a distinguished contribu-

tion, partly perhaps because of careful selection criteria, and partly

because of the Intensive highly individualized on-the-job training which they

receive.

In addition to her national IHS responsibilities, Ms.Robbins takes

an active interest in Yakima programs and is a resource person for the

Area.

4. Centralization versus Decentralization

As can be seen from the pattern described above, the Area Mental

Health staff still continues as a centralized operation, with senior con-

sultants travelling to each of the Service Units. However, as programs

have developed professional personnel of at least the Master's degree level



have been eutablinlied la most srv1 ce unitu and u der thcit direction

programs have been functioning quite autonomously, Conuitant contrac s

ith local psychiatrists and other clinical specialists continue, Lin

with such resources as the Eastern Oregon Comprehensive Mental Health

Center which serves Umatilla and Warm Springs, and the CMHC in Southern

Idaho at Pocatello r Fort Hall upplement the -;(1 k of the Arca Office

staff.

In many ways the development of the Mental Health progrsna in the

Portland Ar a are decentralized and autonomous, but are tied together

by the Area Off ice stilf who meet together andj share the experiences

and planning that has occurred on their consultant visits. It would appear

that the programs in this Area are in a developmental phase where travel...

ling from Portland imposes considerable strain on the senior professional

staff at the Area office, but where other modes of operation on a decentral-
/'

ized ties. is have just begun to emerge.

B.

Development Mental Health & Social Services Report Foi

The Portland area has done a number of pilot studies over its first

five yeara in the development of a more useful way of recorditig case data b th

for records at the various Service Uri t programs and also as part of a nation-

al effort to develop an appropriate record system. Starting with the

logs kept by each member of the Mental Health Team as the Area program

began, a number of lists of commonly seen problems, of ways to interlock

with Ambulatory Care Records kept in the Service Unite, and Yves to include

staff and client identifying information without jeopardizing privacy have

been tested. The work done in this Area has been coodinated with that of
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coosaAtteas th ozhax kea. Iv the au:miner of 1973 a national aucated

data processed report form, utilizing approximately 65 problem descrip-

tions plus other pertinett infor-mation was pu.t into use By the t4H and SS

staffs in all IVS Aress Dr, Shore continues as a consultant to thie IHS

Data Conaittee charged 47 th overIe of this activity.

This project has been int sr ted with similar affo ts nd COTICerne

of the Social Services Es=an_ch of IHS, and the form designed to meet the

needs of both programs. The restate of this program have been the

beginnings of standardiz d recap-tins which can be utilized for record

keeping and data analysis. They also suggest considerable clarification

of the actcal tasks confronting ne tal health staff and their use of

resources and deTloyment of perscnrei . A further analysis of these data

as they become a-vaLlable, cn Inal.ce the similarities and differences in

individual progr4 s identifdab le, am well as provide indications of the

scope and riature of utilizatio-n f IRS services in the Mental Health and

Sociai Services.

2. Analyas of 1971 Sta±f Act1vtt 7

As pert of th4 de we lopnie nt of -data report forms tor al

Areas , an analysis of dlrent patiemt services in the Portland
&zee fot the el.x montim period January to June 30, t91 wee pre-

pared. The monthly average for staff members, based on reports
from two Area Cffite Consult ants ono field based MSV end 5

?lents 71 1leith ,workers a 49 , with a range



fr 25 to lO per month, Including both patientoriented and program-

oriented contactn the total for the six month period vas 2,352 contacts.

A micro analysis of the actual contacts for the Area Office

Psych1atrist , a Nental Nealth worker and one of the NSW field staff

was reported to demesne rate possible bias tr types of activity betveen these

three roles in the operation of Mental Health programs. This table is

reprodniced following for coeparieon vith later material -ollected in

1973.

equ interest is the table reporting of the number of patients

seen by tnosttc cateoy1 summing a l reports -by all Nental Mealth

staff. nose categories of patients which deviated from expected propor

tion_ according to epidemiological reports of other populations are indicated

with as asterisk. (Se, second table following.)

A certain skewness in ps.tient s seen seems to be partially rap.

to the sex of the staff member. _ff apparently see equal numbers of

men and wonert, whIle vomen staff members stem to se_ about 2.5 women for each

This findin is of particular interest in relation to the general

impression, born ot by th careful cpidemiologic studies at Neah Day in

1967.68, that vclen are more frequently users of IHS medical faeiliti

than men, even though the majority of IHS physicians are male. No hypo_

were advanced by the Portland Area staff to account for these findings.
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.9orttan4 Area Hantal Health 0
coils-altar-ion RePOCtLng ForMs

Jamleiry 1--3une 30, 1971

-99

Comsultoee

Area Cnsu1tant

A COMPARISOU OF ROLES
(Consultant's Sias)

Mental Health Worker yield-NS

patient 93 105 107

(missed appt) (17) (0) (11)

23 2 125
(17) (1) (0)

C1R

MD

health staff
(case cons 1 'on )

16

35

56

(73)

12

20

1

(91)

8

41
(105)

school 15 19

ribal government 12

tom. group 8 1 28

al ohol ke 12 13 2

_t te agemay .11 23 52

10 9 11

other 20 68

_ . .ftwft.w.WW.1

Olone 47

indivi 82 145 190

poUp 42 7 77
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Portland Area Nental Health Office
Consultation Reporting Forms
Uanuzry 1--Junc 30, 1971

organic brain syndrome

-100-

PATIEUTS BY DIACNOSIS'

fuactional psychosis

neurosis

personality disorder

psychophysiologioal reaction

transient situational disturbance

beh. dis rder,chiLdhood or,adole

social maladj stme t

drds dependence of abuse

alcohol intoxication

chronic alcoholism, DT's,or
alcohol psychosLs

mental retardation

an o

.Female Total

3 1 4

2 20 22

5 48 53

24 41 65

0 19 19*

21 120 141

62 105 167*

25 70 95

14

42 68 110

100 59 159

deviation from he expected e d miolc

iii

Pa
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1973 Estinates of Staff Activities

Since the pro len orien ed Mental Health and SocIal Service

Reporting system was just being introduced in the summer of 1973, its

resulting data were not available for analysis in this report. Instead,

az attempt to secure self descriptions of staff activities vas made

utilizing a standard intervIew or wrItten foat. This was distributed

by mail during the summer of 1973 to all staff not available for interview.

6 oat of 7 profesalonal staff completed the report and 5 of the Bnis

Mental Health workers.

A compilation of the results shows that the activity emphasis of the

IRS Mental Health staff is very much patient oriented. Tbe professional

staff estimate that or the average 63% of their tIme is so spent, 40%

in direct clinical services and 210 in consultati ns about patients. The

Mental Health workers on the average spend 50% of their time in patient

oriented services; 300 in direct clinical services and 20% in consuitat

about p tients.

The professionals report an average of 15% of their time in program

consultation, and the remmining 17% in ad.ninistratIon. spend on the

average about 16% of their time consulting about mental health programs,

The Mental Health workers a d 4 of the six professionals report that

10# of their tine is spent in learning activitics for self development

career skills, and the renaminG 20-26% oA their time is sp-lt in

administrative paperwork. Only one professional, and no Mental Health

workers -eport that they are engaged in formal teaching and training

activities.
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PORTUND AREA - SLW1ER 1973

REPORTED CONSULTATION BETWEEN MENTAL HEALTH STAFF AND OTHER AGENCIES

By Professionals (N=6)
About About Scheduled

patients programs appointments
or contracts

IHS Physicians
IHS Clinic Nurses
11{S P.H.N.

Other IRS staff
Conn. Health Rep.
Pvt. M.D./Clinics
County Health Dept
Community MEC
State Hospitals
Traditional Healers

Public Schools

6

6

5

5

5

3

5

5

6

3

5

5
1

--

5

3

1

3

Johnson O'Malley
Counselors 1 1

BIA Schools 2 2
Parochial Schools 1 1
Head Start 6 2
Day Care 3 a

State & Co. Welfare 5 5
BIA Social Service 1
Vocationaf Rehab. 3 2

Alcoholisa Program 6 6
Detox. Staff 2
Halfway House 2 2

Tribal Courts 5
State/Local Courts 5 3
Tribal Police 5 5
Local Police,Sheriff 3 14

Jails 3
Prison Officials 1 1
LEAA 1 1

Tribal Leaders 1
C.A.P. 1

Totals 106

NOTE: This table should be read as follows:

By Mental Health Worker (1.5)
About About Scheduled,

patients programs appointments
or contrac

2

2

2

3

W

3

1

.mmme

1

2
1
J_

1

5

5

5

2
I
5

2

14

1

2

5
1
2
2
2
2
1
2
2
1

2

1
1
1
1

2

1

2 2

1 1
1 1

3
2
2
2
2

2
2
2
2
2
-

W

WSW

WWW

WWWWW

66 13 0

6 out of 6 professional staff members
reported consultations with IRS phys cians about patients; 4 out of 6 reported consult
with IHS physicians about programs; 3 out of 6 had regularly scheduled appointments or
contracts for these consultations; 5 out of 5 mental health workers indicated that they
consult about patients with IBS physicians; 5 out of 5 consult with IHS physicians
about programs; none have regularly scheduled appointments or contract arrangements for
providing these services.
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The distribution of agencies with whom IUS Mental Health staff

have consulting relationships is shown in the previous table. The

agencies are grouped so that health facilities, educational facilities,

welfar- alcoholism and law related agencies are shown together.

4. Suicide Epidemiology Developed

In an article entitled "Aierican Indian Suicide--Fac d Fantasy,"

to be published in Psychiatry in 1975, Dr. Janes Shore summarizes the

results of the careful records kept in the Area Suicide register and

problem oriented data records throughout the Portl-id Area subsequent to

initiating the program at Fort gall. In this article he presents

epidemiological evidence to challenge the general stereotype of all

Indians as high suicide risks by demonstratin- that when the data are

examined, one tribe contributes over 50% of the completed suicides, and

a high proportion of the suicide attenpts reported. When these figures

are parceled out this re ervation (Fort Heal) does stand at hir,h risk by

anyone's standard, while other t ibes in the Area compare favorably with

national averages for non-Indian populati ns, and some have rates that

are substantially lower. Tribes not at high risk seem to show am older

age person attempting and completing suicide age 32). The high

risk tribe accounts for most of the suicide attempts that occurred in

jails. Seventy-five percent of the suicide attempts for this tribe are

associated with alcohol abuse in contrast with 317 of the attempts in

other Northwestern tribes.

Epidemics of suicides attempted and completed are also typical

of the high risk tribe. Even in heterogeneous populatio- , such as those

found in HI& Boarding Schools, the contagicn of suicide attempts seem

to involve extended family members of the initial perpetrator, together

1 1
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with other tribal members from the high risk tribe. The pattern suggests

not only are there high risk tribes, but that the greate risk of

both homicide and suicide are associated with not more than one fourth

of the tribe whose social and family histories render them p icularl

vulnerable.

This article discusses the problem of eradicating the suicidal

stereotype that has been publicized as a label for all !aerie- Indian

populations.- Both Lndian and professional audiences seem to reject

earlier evidence from studie- in the Southwest and move fr m that over

simplified position to discrimination among high risk groups. D-- Shore

also indicates the further danger of intensifying the stress on high

risk tribes and sub-populations of tribes by careless use of epidemiolog

data. The need for such data, and for further epidemiologic studies is

evident, and should be an outcome of the national implementation of the

automated reporting system of problem oriented case contact- and of a set

f standards of care based upon the nationally established ulcide

Register now being kept in all IHS Area 1-lental Health progtan_

highly vulnerable tribes and sub-populations are identified, developing

preventive programs must include precautions against giving the suicide

pronC labels that they will unconsciously be drawn to live up to.

Selected Service Unic_ProsFsms

Northwest Coastal Tribes

Luiti, Swinomish and N Northwest Washington

Service Unit)

The Lummi reservation is located on a peninsula just out into

Puget Sound, just west of i3ellingham, Washington. Through previous land

salas and y revLtons ahiost aLL the beach front land noi belongs

5
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t non-Indians, and the tribe has lost title to the large Island that

bears their name a short ferry ride off shore.

The program for mental health work at Lummi began first with an

Alcoholism counseling program supported by IhS indirectly but funbied

through CAP and NIAAA. The tww-counselor staff received training through

the University of Utah, in the Indian Alcoholisn training program, and

also participaea in the traditional religious and healing practices of

the tribe. In 1972 one a! the team transferred to IHS and became a full

time Mental Uealth worker, heing'replaced by other staff in the Alcoholism

program which continued to functi

Washington's work as a paraprofessional receives support aad

clinical services badk-up from two professionals: a clinical psychologist

in Bellingham who sees individual referrals under contract health care

proviions and Mr. John Bopp, Mal of IHS. Mr. Bopp moved in 1972 from

Fort Hall where he had been SUD to the Seattle LIS office established in

the USPHS hospitallto facilitate se- ices to the 4estcrm Washington Tribes.

Mr. Bopp was available for seeing patients arid for consultation twice

weekly for a half day a

In the fall of 1973, Jay Navarro, .A., vas assigned f 11-time

Lummi, and its satellite health stations at Svinomish and Wooksak.

Bopp is gradually withdrawing his services from the Northwest

Washington Service Unit and concentrating his services with STOW tribes
to the South and along the Western shores of Puget Sound.

The Lumuti ribe has recently received national recognition for

ts aquaculture projects, and is developing an industrial base by applying

the latest marine biology discoveries to the reining of both fish (Salmon

and Trout) and Oysters. It is very much a tribe it transition, with

children es young as five and six years of age atte ding public schools,

1 16



requir!g long bus des; and yet retaining its traditional p -ctices

similar to those of many of the Northwest Coastal tribes It uses the

most sophisticated techniques for raising and counting micro-.organisms

its aquataltire being willing to hire expertise fran pan as well

as the U.S., yet is constantly apprenticing tribal members to study and

learn enough to take over the total operation. It has a modern boys'

club program, and many other tribally organized efforts to develop

preventive as well as treatment facilities. The mental health program

is one of many where the pressure to acquire sufficient tribal expertise

to completely handle their own program is quite high.

Both ia light of their earlier cultural history as aa aggressive

and status c -scious tribe, and in light of today pressures to reclaim

their hoZdings and establish themselves as a viable competitive economic

d self sufficient unit, it is not surprising that one of the commonest

needs for a physician at the LuMmi Health Center has been to patch up the

men after str_ uous fights. While it was not possible to analyze the

records and establish-the documentation scientifically, the SUD in 1973

reported hi- observations of the usefulaess of the Mental Health program

in an interesting manner. He indicated that while the absolute number

of persons requiring medical attention had not been reduced, the severity

of the injuries had fallen off markedly to bruises, les er cut , and

lacerations instead of broken bones and deep stab wound. This

observation suggests a new set of criteria for measuring auc

mental health programs. If the technical problems involved can be

solved, this kind of evidence may be more realistic and practi al th

many which have been asserted or sought in the past.
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b. Small Tribes of Western Washington Clestern iashington

Service Unit

These small reservations and groups represent many pockets o

Indian coastal villages that border on the Puget Sound and its adjacent

lowland rivers. Some of them have never been federally recognized, same

have still retained BIA services, and some have been terminated

various periods of historical development in the past. Their recent

loosely organized political unit attempts to render them more effective

ia negotiating treaty rights, particularly those involving fishing and

land payments. Membership shifts its composition according to the

issue being joined. Since IhS was formed to provide services to BIA

dministered reservations, much of its present structure parallels that

of the older federal agency. Thus only a portion of these tribes are

eligible for IHS services, even though the individuals and tribal

villages may have almost identi al needs, The no -eligible group, lIke

those in urban settings, is beginning to question this restrictive

interpretation, mid some negotiation of contracts and other ways of

providing health se -ices arises as an issue from time to time. The

urban Indian who has not been away from an IHS served reservation for

a year is eligible for health care, includi g mental health services.

This exceeds eligibility for many B1A services, which cease after three

months away from the reservatian, or sometthes with any official change

of residence away from the geographic limits established by the DIA.

IHS has maintained an office for many years in the USPUS hospItaL

in Seattle, whose primary obligation is to serve the U.S. Coast Guard and

larchant Marine in the Northwest. However, this office has until very

recently been utilized for the purpose of establishing eligibility and
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for arranging for contract medical services, since seattle, like Portland,

is used by the entire North -st for health resources. Indian persons

f rota the Billings end Anchorage Areas, as well as from the Para- d Area,

often travel to Seattle or Portland for specialis and health care not

locally available.

Since 1972, however, direct services of a mental health nature

have been added, Mr. John Bopp, who has both Clinical social work

exp rience, as well as having the administrative experienc- as SUD

Fort Hall for a period of several years, travels to the reservations

around Puget Sound, providing both clinical and consultative serves in

the mental health field, In the first year the notable progress made at

the Lummi reservation has been already desc ibed, La 1973-74 the shift

away from Lummi allows for a survey of both needs and potentiais of the

many smaller units, and the beginaings -f designing a program to meet

their characteristics, It is too soon yet to project the dimensions of

this program, but it eLlould be watched for its potential for inter-tribal

develop- nt as well se for patterns of clinical service delivery.

kah, Quilleute, and Lower Elwah (taah Bay Service Unit)

The early work done at Neah Bay has provided a sound epidemiological

base. The discovery o the relatively high rate of peptic and especially

duodenal ulcers was choughly discussed with the medical staff aad has

resulted in active ams of prevention and follow-up by that staff.

The community itseli hs undertaken economic development and other programa

to relieve some of the stresses of poverty, and has an active interest in

solving some of its ow n stress involving situations.

and programmatic, e

-hile clinical

uttations have continued to involve one or mo 8

staff from the Area Otce and residents in the training programs it the
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Univ s of Washington Medical Schocd. It is too early for follow-up

studies of the detailed nature as the original ones to measure results

of the programs in mental hea1th and other IHS and tribal activities.

Quinault, Ehehalis, Soalwater and Hoh (Quinault Service Unit)

At Taholoh the Quinault Service Unit and its satellite stations

have been receiviag regular'consultation visits from the Area Office staff

and have also an interest in the work of Mental Health technicians, however,

no records or accounts of particular programs on these .rese:-aA. s is

available for inclusion in this report.

Rocky Mountain Tribes

Nez Perce, Coeur d'Alene, and Kootenai

(Northern Idaho Servic Unit)

The Idaho Service Unit is headquartered attopwa but coordinates

services on several reservations which are just beginning to em

an identity As separate mental health progr

Nez Perce Reservation has been served by Mr. Robert Francis,

B.A., from the Colville Reservation whose former experience has been in

family counseling, and by Mr. Tom Keast, MSW, whose prior experience has

been on the Crow Dmervation when the first psychiatric consultation

contracts there were developed. Although no descriptions and observations

of his experiences with the Nez Perce have been written, there is every

reason to believe that he would have some contributions to make in

comparing these two tribes, with very differ nt hic.tories, but also with

long associations of cooperative reLationships with the white society.

The Nez Perce Reservation ituated in a mountain valley near Lewiston,

Idaho, has a dramatic history of its attempts to first accommodate with

with
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the white culture wnder Chief 4oseph the Elder, and later, after

disillusionmeritto withdraw into Canada under his son, the younger Chief

Joseph. However, this all took place 100 years ago, and a picture of the

contemporary problems as well as a report of the efforts being made to

solve them w uld he very helpful,

The Coeur d'Alene Reservation has also been included under the

staff at Lapwal. This reservation lies along the south shores and in

the mouatains below Lake Coeur d'Aleae, due east of Spoken.
1

At the far northern end of the Idaho panhandle near the Caaadian

border is the small tribe of Xootenal, who are also served byr this Service

Unit.

Consultations fron the Area Office Team have stiistzlated an interest

in mental health program development and regular schedules for Clinical

se- ices seem to be evolving on all three Locations. The analysis of

data from the standardized reporting forms for Mental Health and Social

Service may yield a much clearer picture of the staff activities and tribal

needs than is presently available. Part of the problem with centralized

professional consultations, when such great distances are invelved, is

documenting all of the activities and plans as well as seeing the patients

and agencies on each trip that is made. As has been toted, the Portland

Area Mental Health p tog rains are just now reaching the level of growth an

development where staff deployment at the Service Unit level C3A be

emphasized,
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3. Great Ban Reservations

Shoshone and Bannock Tribes( Fort Hall Service Unit

There are actually two rcscrvation s that lie mostly within

arid Great Basin and Range country. The Duck Valley 1eservation straddles

the state line between Idaho and Nevada, and is included with other Nevada

reservations in the report from the Phoenix Area. Fort Hall lies along

the early rises of the Snake River, whose actual source is traced back

into Yellowstone Park along the Nevada-Wyoming border. Hmever, although

it has some land that is part of the Columbia Plateau, its terrain most
-

nearly resembles the arid deserts of the Great Basin in its characteristic

sagebrush vegetation and high, dry climate. Pocatello, Idaho, to the

south is the largest nearby city. The city of Blackfoot, Idaho, to the

north is also one to which the population rela es in commerce, employment,

and law enfo cement.

The earlier interest in and development of suicide prevention

facilities have been described. The Holding Facility was established,

and with the cooperation of the tribal police, well used. The sheriff's

office and state police to the north, operating from Blackfoot, Idaho,

also cooperated well. There were in the succeeding years no suicides

w1thin these jails, and the individuals who received help from the

volunteers and mental health staff seemed not to suffer relapses or to

be1further involved in suicidal behavior for a period of several years

of follo -up. However, there seemed to be intense eesistance to the

mental health approach in Pocatello, and the police of that city did not

become involved in the program until some highly publicized deaths forced

them to do so. Relationships with this community seem strained and a

high degree of prejudice seems to be characteristic of the white

communities attitudes toward Indians in general, and the Shoshone-Bannock

tribes at Fort Hall in particular.
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!iscouragtng to the triLu has been the shift in locale from jail

to homes, and public entertainment fa ilities. The actual rate of attempts

has n t seemed to decrease up through 1972, although the alertness of the

population and the increase in understanding of what need d to be done to

alleviate the distress has somewhat reduced the uumhr of suicide comptulions.

Current reports indicate a broad progrn of meatal health activities.

Arrangements for consultation and services from the Idaho mental health

system and pa ticularly the CM located in Pocatello took a good deal of

negotiation, and at times more satisfactory results were obtained from

contracts with clinical personnel in private practice.

It is quite clear from the reports that the utilization of suicidal

and self-destructive behavior is both a desperate impulse, and a response

to many other needs, and the lone range mental health program must become

o-i-ted around family counseling ork with community agencies, and with

the youth of the community in a full range of services. The previously

reported analyses of the e idemiology of suicidal behavior prepared by

Dr. Shore will permit this focus to be developed, and that analyses of

the more rec nt staff reports of their activities will reflect these trends

when they become available.

4. Columbia Plateau Reservations

a. Yakima Service Uni

The Yakima Rese ation is home not only to the Yakima tribe, but

also remnants of 13 other tribes who were organized into a confederation

in the middle of the last century. It has only recently succeeded in

securing the return of flount Adams, in the Cascades, which was an important

part of the tribal religious life of the bulk of the people on the

rese _ation. Most of the laad within reservation boundaries lies along
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the early rises of the Yakima River, the edges of the lush fruit growing

Yaki a Valley. It is difficult to assess the degree of integration of

these tribes into the -ainstream of the dominant culture, since they

are somewhat varied. However, English seems to dominate as a common

language, and the chief problems seem aa alternation of pride and depression

as individuals d sub-groups are able to manage successfully to compete

in the outside world. Finding ways for sub-populations to work together

may be the main ingredient for resolving the stress of cross .11tural

collisions with the white world.

The pattern -f community and clinical consultation that was

initiatrd hare before the formal establishment of Area Mental Health

Programs has continued, and both tribal activities and other agencies

assume responsibilities for working with many mental health problems.

Two programs seem to involve major elL eats of the tribe and the Mental

Health staff. The fi at is a school on the reservation for retarded

handicapped children ranging in age from pre-school to.elementary school.

Evaluation of these children, consultations with the teachers, aad

assistance in parental and family counseling are IHS Mental Health staff

activities, as they are in relation to Headstart programs on the Yakima

Reservation. The operation of the school itself is a community and

tribal program.

The second program that involves a number of Yakima personnel

and clientele is the Sundown M Ranch, a rehabilitation center for

alcoholics located near.White Swan on the reservation. Although this is

a private, non-profit facility which se es the entire male population*

of the State of Washington, both Indian and non-Indian alike a high

SWARF, a companion parallel coeducational program offers similar services
for Indian women who have problems with alcohol. SWARF is located at
Vancouver, across the Columbia River from the Po tland Area office.
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percentage of its c ientele are Indian, and most of these are from the

Yakima tribe. Th s is probably not surprising, in view of its conienient

location for 'akima tribesmen. The sobriety achievement factor of the

Sundown M prog is about 51% overall, and possible slightly higher tor

the. Yakima tribe taken separately.

The involvement of IRS in the operations of this three to four

week group home experience and therapeutic treatment center is well

outlined in the following report:
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DEPARTmENY OF HEALTH, EOUCATAON, ANL) wEL ARE
PLALIC HEALTh EXRVIC.0

ricAL,To-1 sc.vavactt, ANO MCNTAL HEALTH AOMINNLITMAT/ON

INDIAN ALCOHOL INITIAL AThENT CENT

toordin t-./1 by:

Mental Health Office
Portland Area Indian Health Se-

Sundown-M Ranch Corporation
Howard Kelleher, Director
White Swan, Washington

(for Indiam men)

5WARF

John C. Soltman, Dir ctor
OffLce and Treatment Center
Fourth Plain at "0"
Vancouver, Washington

(for Indian women
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Purpose;

INDIAN ALCOhOL INITT\ ThEAThEtT CENTERS

To develop regional in-patient alcohol treatment centers for
Indian men and women as a first step in a comprehensive
rehabilitation program.

Des ription: This is a project to develop a group treatment setting for
Indian men and women within the existing treatment resources
of the Sundown-M Ranch and SWARF Alcohol Rehabilitation Progrxm.

The Mental Health Office of the Portland Area Indian Health
-Service will work with the directors of these two rehabilitation
programs for the development of an initial alcohol rehabilitation
program for Indian people. Selected Indian clients will be
referred through their local tribal alcohol programs for an
initial in-patient treatment period of 21 to 28 deys. The initial
treatment concept is based on the existing treatment programs and
will consist of group and individual counseling, daily educational
programs on the aspects of alcohol abuse, and coordination of
comprehensive alcohol rehabilitation resources between the staffs
of the treatment centers, tribally-sponsored alcohol treatment
programs, and the Indian Health Service.

The development of these initial treatment programs will involve
coordination of Indian Health Mental Health consultants and
tribal Indian alcohol caseworkers in regular visits to the
treatment centers. The cumprehensive treatment program will
be developed on,the concept of Indian caseworker referral and
coordinated follow-up by this caseworker in the patient's
reservation community. The philosophy of an initial treatment
center is the development of a setting in which Indian men and
women can feeL the presence of Indian cultural influences,
receive counseling by Indian caseworkers, and have coordinated
reservation follow-up.
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REFERRAL PRO 60RE

Screening

The Indian alcohol caseworker should take the client to an Indian Health
Service doctor or a contract physician.

The client must have a physical exam in the local community. The
physical exam form should be completed by'the examining physician in
triplicate. Copies for: (1) the examining doctor, (2) the alcohol
treatment center, (3) the Meat;a1 Health Office, 921 S.W. Washington,
Room 200, POrtland, Oregon 97205.

Acute detoxification must be done in a local hospital. The a cohol
treatment centers are not acute medical treatment facilities. If
detoxification is necessary, the client should be admitted to a.local
hospital for t eatment,.then transferred to an alcohol treatment center.

II. Referral

The Indian alcohol casecorker, local doctor, or local mental health
consult.nt should clear all admissions through the Mental Health Office,
Indian Health Service, Portland, Oregon. Please refer by telephone:
A.C. 503, 226-3361, Extension 2420 or 2421. The Mental Health Office
will_ arrange admission through zhe directors of the treatment centers.
Office hours are 7:45 a.m. until 4:15 p.m., Monday through Friday.

aIII. Cost

Patient cost for the alcohol treatment center is covered by the
Indian Health contract medical care services. Wherever possible,
clients Jhould be encouraged to apply for Public Assistance funding.

Transportation must be arranged locally through the fanily, a community
resource, the tribal alcohol program, or the Indian Health Service.



IV. Names and Addresses

James H. Shore, M.D.
Miss Billee Von Fumet
Ashley Foster, Ph.D.

P.11.

Mental Health Office
Indian Health Service
921 S. W. Washington, Room 200
Portland, Oregon 97205

es W. Dawes, Social Service Office Ext. 1749

Phone: A.C. 503, 226-3361
Ext. 2420 or 2421

Richard Gaulke

PHS Indian Health Center
P. O. Box 32
Toppenish, Washington 98948

Sundown-M Ranch - Director: Howard Kelleher

Sundown-M Ranch
White Swan, Washington 9 9 2

Phone: A.C. 509, 865-3789

Phorte:--A.0 509,-874-49 -.-

SWART' (Southwestern Washington Alcoholi Rehabilitation *7 undation_

John C. Solman, Director Phone: A.C. 206, 696-1659
SWART'

P. O. Box 1749
Vancouver, Washington 98663

129



y

-119-

R ferral Procedure

Indi4o
Alcohol
Cnseworkor

INDIAN
CLItNT

S CREENING

ndian Health Service
Doctor or Contract Physician

Health
Staff

Comnunity
Agency,

ADMI SSION

ACUM
.D: OXIFICATION

oca
Hospira1
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Coordinated Resou-c s for the
Initial Treatment Prograni

. Indian Iiealth
, 1ith Consultants

N. W. Field Trainer
Indian Casework School

Indian Health
Social Worker

India n Health

Mental health
Workers

INITIAL IREA ENT
CENTERS

discharge

to
referr 1

from

Tribal Alcohol
Caseworker

dian Alcohol
Caseworkers

_

State Alcohol
Rehabilitation Services

Indian Health

N IJ. Field TraIner for

Indian Caseworker School
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PHYSICAL EXAM FORM

INDIAN AL OHOL JNITTAL TREATMENT REFERRAL

Sundown-M

SWARF

NA e

4. Date of
Birth

6. Meiiea1 Nistory:

Past His ry: alcohol withdr a

(cheek, if applicable)

Physical Ex.- ion:

TPR HP

External appearance emulous?)

Skin (jaundice?

HEENT
CV
Resp
GI (liver?)
Ext. M.S_
CN5

ining Physician:

Address

Add

DT!s Seizures

Date of
Exam

hallucf.nosis

Itschrge date frnrn initLal treatmen

10. Poll -up by Indian Caseworker me

Phone

M.D.

ComDlere in triplicate: white copy for examining physician, b ue copy
treatment center, yellow copy for Indian 'Health Mental Health Office

(addresed envelope attached)
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b. Colville Confederated Tribes (Colville Service Unit)

The Colville Res ation is one of the largest in area in the Northwest.

The Columb a River marks its boundary on the East and South, the nearly right

angle bend in the river is the site of the famous Grand Coulee Dam. Along

its southern length the terrain of the Reservation is typically that of the

Columbia Plateau. However,.two thirds of the Colville Reservation lies in the

Okanagon Range and other fingers

mountains dominate the life, and

tion. For instance, J

of the Canadian Rocky Mountains. These

especially the travel within, the Reserva

and Sr. H.S. pupils attend one of three public

school districts organized off the Reservation. A normal school bus round

trip -f 50 miles can and does often stretch to 75

are not operating or icy conditions close shorter

school (elementary) on the Reser

ore miles when ferry

outes. A parochial

n has both boarding And day pupils

for this reason, among others. Members of the Tribal Council and its

active committees such as HealthsEducation, and Welfare may travel 80 or

90-Mlies to attend Meetings.

Colville residents are proud of their very low suicide rate, but

are unwilling to consider that it may be masked by a very high rate for

serious injury

roads and also

it may be days

and death due to accidents: They point out the hazardous

the fact that if a car goes -ff the road in the mountains

before a

Unemployment

lation. Lumbering

at the construction

eriously injured person is found and helped.

hovers chronically around 15-20% of the adult popu-

s the main industry, with some employment available

sites.in connection with Grand Coulee Dam.

Tribal income derives in part from lumber and mineral leases,

and in part it recent years from tribal enterprises such as acting as

their own contractors for HUD housing projects, and in quite recent months
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arranging to collect a fee for fishing and hunting permits along the lakes

formed by the Grand Coulee Dam. This right has only recently been won in

the courts and there are other suits pressing Indian claims to be free of

state taxation on federal land which may improve the econom c situation of

many tribal members.

The Colville Confederation has many diverse opinions and until 1970 these

polarized around the issue of wh ther or not to accept a lump sum federal

paYin at and te inate their claims for federal services. A clear majority

defeated the drive toward termination, and during the last four years the

leadership has been making efforts to unite the factions. While differences

remain, progress on a number of projects suggests generally improved morale.

two years mental health services have grown to include a full time

staff of rwo IHS employees: Nancy Melise, MSW of the Social Service0 Dr rich

and Josephine Marcelly, MHW. Mrs. Marcelly is a former CHR and both htr

LPN and CHR experience have given her sound training and wide acquaintance

with tribal =members and-their problems. In 1974 Mrs.-Marcelly will be

attending Evergreen State College as a candidate for a BA degree. Pr.

Shore made Area Office consultation visits in the past and has bee- succeeded

by Delores GregoryM.D. who spends several days a month working with IRS staff

and seeing patients.

One tribal activity cente _d arod the week-leng Chief

Joseph days festival and encampment that is held annually at Nespelet

July. Unlike the Omak Stampede and Rodeo, or other non-indian managed

affairs, this is an Indian celebration where dancing, bonegames, camping

and feasting are carried on amongst the people themselves. one of the

frequently encountered problems to be sorted out during and following this

festival had been the children separated from their parents. Sometimes the
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parents were involved in accidents or illness and whisked off to the con

tract care hospitals. Sometimes they had become involved with the police

for drinking or disorderly conduct. The usual result was the action of the

police in taking the often quite small children, placing them in foster

homes under the State Welfare system, or arranging in some other manner for

their care off the reserzation. The matters might have been better handled

if the Colville Reservation had had its own tribal police, as is the case

on many reservations, but the State of Washington does not permit this and

only sheriffs officers
_anà state police may function unless a federal mar

shall happened to be present.

In 1973 the Mantel Health staff decided to arrange for a special

Teepee to be designated as both a first aid station and as the focal poin

for caring for lost children or those separated by circumstances from their

parents and f milies. Many volunteers were enlisted to man the operation, and

much publicity preceded the celebration itself. The involvement of all levels

of agency and community groups was widespread, and there -ere regular an

nouncements on the public address system of the location and services being

offered.

The result was paradoxical. Not one child or infant was separated

from its family during the entire week long celebration. Discussing the

matter afterwards, the Mental Health team felt that the advance publicity

not only alerted the tribe to the need, but also activated a sense of

pride and responsibility on the part of those attending, so that they

were particularly careful that their children would not need to utilize

the shelter provided. From such triumphs are the frustrations of preven

tative mental health programs. For, although granting that this was

the first and only year that such.a good record had been made, how

does one reinforce the volunteers who spent hours on call, or prove that the
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p-- e ce of the program was in itself a preventatve strong enough to

be a r edy7

In general the total involvement of all factions on the reserVation

in policy making and the decision processes means a fairly slowly evolvieg

series of practical Solutions to long standing problems. Meanwhile the

clinical services offered by IHS seem well used, and there is every iridica-

tion that as the Mental Health programs become both visible and prove their

usefulness that they will become more involved in appropriate program

consultation.

c. Spokane (served by Colville Service Unit)

Immediately adjacent to the Colville Reservation, on the East hank

of the Columbia river, is the Spokane Reservation. This Reservation has

a satellite health clinic manned from the Colville Reservation, and as the

mental health program became established the Colville team arranged weekly

ips to Spokane in 1973 to offer their services and provide consultation

for the physicians and nurses staffing that clinic. This had continued

with the iavolvement of the Area Office Consultant, Dolores Gregory, M.D.

on her regular trips to Northeastern Washington. At the end of 1973 a

Spokane Mental Health Worker, Chris Sijohn as recruited, and as he

secures training and experience the trips by the Colville staff (but not

those of the Area Office Psychiatrist) will be reduced.

d. Umatilla (Umatilla Service Unit)

The Umatilla Reservation, representing another confederated

group of former horse Culture Indians is located near Pendleton, Oregon.

In the planning that preceded the staffing srants for the Eastern Oregon

CKHC the need for inclusionofservices to the Indian populations was stressed,

and consultant and clinical services by staff from Pendleton were arranged.,
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This enables the IHS staff to collaborate in offering the full range

of services and to have clinical back-up more closely ava_lable than

could be provided by the visiting consul ant Eranthe Area Office. In

many ways this progr- represents the Portland Area's best showcase for

collaborative efforts with the -_on-Indian community. The attethed

summary of planning, prepared by a State of Oregon staff member indicates

IHS involvement
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SUMMARY OF PLANNINOTOR

EASTERN OREGON COMPREHENSIVE MENTAL HEALTH CENTER

Vast distances in Eastern Oregon, combined with sparsity of population,
make delivery of services costly and difficult. Mental health is only
one area in which there is a dearth of service, In many instances,
there are no medical facilities in an entire countyl and there is at
least OM county without a drug store. For a community to develop
Comparable educational and health facilities and services for the
emotionally disturbed, the cost per ;snit& for exceeds that of the
more populous areas of Western Oregon,

In 1964, only one community mental health program vas in operation in
the entire catchment area of Eastern Oregon Hospital and Training
Center the Outpatient Clinic of that hoapital. Since that time
community mental health programs in six counties have come Into
_existence: Baker, Harney, Hood River-Sherman.Wasco, Malheur, Umatilla.
Morrow, and UniOn. Four counties still have no community mental health
program

The Mental Retardation _Facilities and CinIty Mental Health Centers
Construction Act of 1963, (PUblic Law 88464), with amendments, made
federal funds available for the development of comprehensive mental
health services at the community level. The Act provides for a
declining match of federal funds over an eight-year period for con-
struction, if facilities.are needed,sad for staffing of the programs
that are developed.

In November 1968, a two-day meeting at Eastern Oreg n Ho pital and
Training Center brought together residents from the 13 counties of the
catchment area for that hospital,as well as staff of the Community
Mental Health Section of the Mental Health Division and the hospital.
This group of interested citizens and professional people discussed the
needs of the area and possib1o. methods of implementing services to meet
them, It seemed obvious that most of the communities -- and, indeed,
counties .- would not hc able to develop all the services in the field of
mental health needed 17their residents. Therefore, a decision vas made
that planning should be: such that it included the development of com.
prehensive mental health services on an area basis, rather than county
by county, With this approach, there would be access to the services

Prepared by
Fred E. Letz, MSW, ACSW
Mental Health Division
October 14, 1971 138



by all the people; even though, in some instances he services vould
be delivered in &bother county.

Planning has moved ahead on this basis. Now, after many meetings
grant application is in the final stages of preparatIon. It will
seek funds to provide a professional and technical staff to carry out
the services which the planning group believes necessary to meet the
needs of this population.

It is expected that the National Institute of Mental Health Will
classify this group of tvelve counties as a poverty area, based on
the total nuMber of low-income families in the area. The advantage of
this classification ia that the first tvo years of the staffing grant
can be funded with 90 percentrfederil funds; the third year with 80
perdent; the fourth and fifth years with T5 perdent; and the sixth,
seventh, and eighth years with TO percent. In other vords, over the
eight-year span during Vhich this federal grant would be effective
the federal share of the salaries for professional and technical staff
would not drop below-TO percent.

To achieve 'better services, this program provides the potential for
many community agendies to affiliate with the comprehensive mental
health center. There will be affiliations from two or three general
hospitals that will be ible to employ hospital staff to work with
mentally ill, alcoholic, and drug-dependent persons, This will permit
hospitalization of some persons in their local general hospitals
instead of having to transport them to Eastern Oregon Hospital and
Training Center.

Schools may also affiliate and thereby enchance both the number and
Quality of school counseling staff. Juvenile courts, treatment homes
for children, and services,on Indian Reservations will tie in to this
administrative structure in such a way that a substantially lesser
amount of local funds will be required to,develop the services over
an eight-year period.

Malheur Cpunty is not included inthe planning for thio comprehensive
system of mental health services. Early in 1968, the Malheur County
Commissioners requested planning which would develop coordinative and
cooperative,mental health:services between Malheur County and those
Idaho counties lying directly across the Snake-River -- a natural service
area. Many Idaho people use Oregon cities such as Ontario and Nysea,
as primary purchasing and service areas. Many people,from Malheur
County use Boise, Caldwell, and Nampa, Idaho, as their secondary
purchase service areas.

Planning has proceeded which, if funded, will incorperate the me-tal
health program in Malheur County into a coordinated program with five
counties in Southvest Idaho. A grant application has been submitted
to the National institute of Mental Health. This does not mean that
Malheur County will be giving,up administrative control of that program
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but, rather, that people from either state can seek service where it is

most convenient and beneficial. Records of residence will be kept, so

that adjustments can be made to ensure that neither state will be asked
to assume financial resuonaibility for residents of the other state.

If the g ant application for a comprehensive system of mental health
services for these 12 counties (Baker, Gilliam, Grant, Barney, Hood
River, Morrow, Sherman, Umatilla, Union, Wallowa, Wasco, and Wheeler)

and .Eastern Oregon Hospital and Training Center is approved, the
following additional servieea will be provided to the area:

1. A team will provide consultative, diagnostic, and some
treatment services to counties which presently have no
mental health aerVices and will serve as the central
administrative and conavitative staff for the entire ,

comprehensive system Gilliam, Grant, Wallowa and Wheeler

Counties).

The team will be developed from the co staff now included

in the Mental Health Division budget as Eastern Oregon Out.
patient Services (formerly Eastern Oregon Hospital and

Training Center Outpatient Department). When this grant

program becomes operational, the funds budgeted for this

"core" team during 1972.73 will be used to match the-federal
funds to provide an inereased staff to deliver the services

listed above.

2. Inpatient servic s viii be develoPed in Baker and Union, and

possibly Harney, Counties, The only Inpatient-service nov
available in the area is at Eastern Oregon Hospital and

Training Center,

3. Day treatment services will be developed for the five existing

mental health clinics.

4. A sheltered workshop will be establ hed in Hood River.

5. Residential treatment homes for,children will be developed on

the Warm Springs and UMatilla Indian Reservations. An out-

patient mental health service will also be developed on the

Warm Springs Reservation. These services will be funded by

federal and local funds only, with no state funding.

6. Four Intermediate Education Districts will increase substantially

the extent of counseling of school children through affiliation

with the proposed center.

7. Specialists in alcoholism, drug abuse, and mental retardation

will be placed in selected clinics.
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8. A treatment progarm for alcoholics will be developed joIntly
by the UthatillaMorrow Mental Health Clinic and Eastern
Oregon Hospital and Training Center.

9. A residentialtreatment and day care center for children vill
be developed in La Grande.

A center in Harney County for alientated youth and drug abusers
will be staffed.

11. Wo full-time mental health professionals to work in the schools
and the community will be provided in Gilliam and Wheeler
Counties.

12. The inpatient facility at Eastern Oregon Hospital and Tr ining
Center will be improved to provide more:intensive psychiatric
care. These improvements gill be concentrated in the admission
and,acute care sections of the psychiatric unit. Two new
positions authorized for 1971-72 (Nursing Instructor and
Institution Teacher) are included. Funds for these positione
will thus be available for matching purposes.

As shown in the listing of services to be provided, implementation of
this proposed mental health center will enhance the availability of
services to this pari. of the state. In many areas, the center vill
provide the first mental health service ever available.
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VI. WARM SPRINGS: HEALTH PR M*

A. Description of Warm Springs Reservation
---_ f

The mental health activities on the Warm Springs ReservatIon are

unique in.being directed by tribal council rather than by IHS. IHS does provide

some of the funding and arranges for contract medical care when off -eservation

facilities are required, as well as providing consultation services. However,

the planning and the carrying out of program activities is iander the tribal

administration. Because this is a very different arrangement than exists on any

of the:other reservations, a more complete description of the Warm Springs

Reservation se to be needed, as well as sote observations about the Usefulness

of this mndel for IHS in other places.
1. Contemporary Characteristics

The following description is quoted from a report prepar d for the

ervice Unit Director, IHS Indian Hi 1 h Center at Warm Springs, Oregon for F.Y. 73.

All descriptive material that Is directly quoted in this section, unless other i

indicated, is-from this report.

Zile_ Warm SprtsgaTLRese_ -a ion of 0 e on

The Warm Springs Indian Reservation is located in the mirth central part of Oregon,
one hundred miles southeast of Portland, Oregon. The west boundary extends north-
south along the summit of the.Caseades Range, with the highest elevation being
scenic Mt. Jefferson at 10,495 feet eta:we sea level. Eastward, the land descends
to a plateau between 2,200 to 2i600-feet elevation. The plateau is deeply
dissected by streams which drain southward to the Deschutes River. Lower elevations
to the east in fairly narrow stream valleys are 1,400 - 1,500 feet. Precipitation
in the higher western area is thirty to forty inches annually; with the decrease
in elevation to the east, precipitation diminishes to eight to twelve inches in
the southern part of the Reservation. Vegetation is dense, primarily coniferous
in the west, changing gradually to sage brush, juniper, and dryland vegetation
in the east. Weather is generally mild, cold in winter, with approximately 120-140

growing days annually in the agricultural areas. Highway 26, which extends through
the Reservation, in conjunction with the present local road system of 517 miles,
allows transportation to reach a large part of the Reservation.

*Because it reprtsents a distinctive and unusual arrangement, the Warm

Springs tribal program will he presented here in detail. It is in many

ways the prototype of successful tribally-organized programs which con-

tract vith IHS for specific clinical and consultative functions.
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The Reservation consists of 564,329.55 acres, divided as follows:

Tribally owned 4831499.28
Allotted 80,814.25
U.S. Government 16.02

564,329.55

Fee Patent Property within
the Reservation boundary and
in addition to amounts shown 4,218.29

Wst of the ReservatIon is in Jefferson County (235,517 acres) and Wasco County
(326,734 acres). The Reservation was originally established by Treaty in 1855.
There are two settlements on the Reservation. The largeSti Warm Springs, is
located near the eastern boundary and has a population of about 1,500 people.
Simnasho, 25 miles north of Warm Springs, bas about 60 people. Population gro th
on the reservation for the period 1940 to 1969 has averaged approximately 3.25
percent annually. The reservation programs office, BIA, estimates that population
growth will continue at around 3 percent annually. The nearest off-reservation
city is Madras, Oregon, about 14 milei from Warm Springs.

Resourcea:

Timberlaed acreage exceeds 298,508 Indian and 351 priva e acres. Returns from
timber harvest are the most important source of tribal income at present. The
allowable sustained yield cut with intensive management has been established at
81 million feet annually.

Although the Reservation is in a rain shadow location, water contributes directly,
as well as indirectly, to tribal income. Three dams on the Deschutes River
(Round Butte, Pelton, and the re-regulating dam) operate under lease and
contribute to tribal income. The streams and lakes in and on the border of the
Reservation are utilized to some extent for irrigation and recreatior4

Agriculture and range have, in the past, been a primary source of income for the
Warm Springs people. Heirship problems, changes in wheat allotments, increased
timber utilization, no range control, overgrazing by horses, the changing
economics of farming on thenationaljevel, and-other factors have caused a decline
in returns from this resource. There are approximately 431,000 acres of grazing
land (some multiple use in timber areas) and 20,000 acres of farmable land on
the Reservation.

The recreation resource is on the threshold of realization. The lakes and streams
support a limited sports fishery. The TribeS, TWBureau pf _Sports Fisheries and
the Bureau of Indian Affairs have been developing data and initiatinaa'nianagement
system which includes data gathering, habitat control, fish planting, and the
inetallation of a proposed fish hatchery. The recently developed Kah-Nee-aa Hot
Springs Resort on the Warm Springs River is a successful, tribal-owned, luxury
resort development which features a choice of unique recreations, an olympic
sized, naturally heated swimming pool, and 340 days of sunshine per year. Kah-Nee-Ta
Resort is planned to be the forerunner of a number of related summer and winter
recreational developments to be initiated on the Warm Springs Indian Reservation.

Construction of a $4.3 million expansion of the resort has just recently been
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completed. The additional facilities includes a golf course with a pro shot),
a deluxe convention lodge and restaurant, and a by 80-foot swimming pool.
An airport is planned for future phases of the resort developmtnt.

The ma_or source of tribal income is fromtimber harvested on the Reservation and
a 60,000 acre disputed area known as the "McQuinn Strip", and from the Pelton and
Round Butte leased dam sites. The majority of the McQuinn Strip area is under
federal control and has been in dispute status the past 116 years. The Warm Springs
Confederate Tribes recently initiated a much more determined effort to reclaim the
McQuinn Strip area. Last year tribal members approved by tribal referendum usage
of $400,000.00 from tribal funds for purchase of 11,600 acres (homesteaded by non-
Indians and which the homesteaders claim as their privately owned property)
within the McQuinn Strip. Senator Packwood and Coniressman Ullman have jointly
sponsored a bill in the U.S. Senate which will allow return of the McQuinn Strip
area to the Confederated Tribes. The bill has been submitted for committee hearings,
and Senate consideration is still pending. Favorable action for the Confederated
Tribes on this bill is expected in the near future._ The tribal organization pays
dividends to all enrolled members. Also, the Tribe's now provide income through
monthly payments from tribal funds to tribally enrolled senior citizens via a special
tribal senior citizen pension plan. Earned income is derived primarily from
logging and timber manufacturing, tribal and governmental payrolls, community
commercial and service jobs, agriculture and range activities and commercial
recreations. Some Indian families leave the Reservation during the summer months
for seasonal agriculture employment.

The Tribe owns and operates a lumber mill and plywood plant. Estimated labor force
breakdown by percentage of permanent jobs in each industry category:

Forest and Agriculture 33-35%
Construction 5-1/2%
Retail Trade 5-1/2%
Business and Repair Service 1%
Commercial Recreation 9%
Public Administration and Government 117.

Education 2%

Unemployed 33%

Cultural Fa

On the Warm Springs Reservation, the median level of schooling completed is estimated
to be eight years. The tribal education level is expected to be elevated with the
coming year as more and.more tribal members are seeking higher education, and many
are attending technical-trade schools. The Tribe has a scholarship program available
to enrolled members for higher education. If the student completes his college
course no repayment is required. An increasing number of students are taking
advantage of this program.

1 4 4



The Confederated Tribes are descendants of three "main groups- - the Wasco,
Warm Springs and Paiutes. The Taih, Wyam, Tenino and DocksPus bands of the
Walla Walla are now kuown as the Warm Springs Tribe. The Dalles, Ki-gal-twal-la
and Dog River Bands of Wascos are now known as the Wasco Tribe. A small band
of Paiute was placed on the reservation after the southeastern military campaigns
of 1866-68.

The-Root Festival and Huckleberry Feast are tradItIonal ceremonies preserved
over the centuries_and still ares part of the Warm Springs Indian life. As
time for root gathering or huckleberry picking draws near, honored members of
the Tribes dig the first roots in April and pick the first huckleberries in
August.

All but a very Pew of the older Indian residents speak and understand Engliih.
A program to preserve the Indian languages by teaching it to younger members of
the Tribe was recently instituted. Indian cultural courses have been started at
the high school atteeded by Warm Springs students.

Religious denomteations on the Reservation are Shake Full Gospel, Catholic,
Presbyterian and the Indian Feather religion.

Util aste Isa1

The majority of reservation residents live in or near the Agency area and are
provided water and waste disposal systems administered by the Bureau of Indian
Affairs and the Tribe. Rural homes are provided with these services through
Indian Health Service construction projects. (For a detailed description of
these projects see Enviroemental Health Services section.)

Communications'

The number of In ian homes with telephone service is negligible. The Tribal Police
Department arid BIA Forestry, Roads and Maintenance vehicles are equipped with
mobile radio'. Commercial radio stations at Bend, Redmond, and Prineville are
received on the Reservstionas, well as four television channels from Portland
Television is by cable owned by Dan Macy, A monthly charge is made for TV service.

The Confederated Tribes in recent years have conducted an active housing program
on the reservation. However, in January, 1969, a survey by the Bureau of Indian
Affairs indicated there vete 127 standard homes and 125 sub-standard homes in
use on the reservation. Government housing provided for federally employed tribal
people was not tncluded in the study. Sixty-six new housing units have been
constructed for Indian faMilies since the survey. Increasing economic opportunities
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on the r n and maturation of the tribal population clearly indicate
housing needs will expand sharply in the near future. The Tribe has been, and
is continuing to negotiate with the Department of Housing and Urban Development
for reservation housing assistance. Construction of fifty new homes throughHUD le now underway in the Warm Springs West Hills Community. Needy tribal
senior citizens and soma tribal welfare families are provided with tribal
housing iiithout charge. Construction of fifty 1- and 2-bedroom apartments
between the existing and additional Kah-Nee.-Ta development is now available
for resort employee housing.

Multiple family occupancy of dwellings is common.

The Warm Springs Tribal Council consists of eleven members. Eight are elected
for three-year terms, and three are chiefs who serve as lifetime members. Thechiefsare from each of the three Warm Springs Confederated.Tribes. The Warm
Springs Tribe IS the largest, the Wasco Tribe is next in size, and the Paiute
Tribe le the other tribe. The Council sets tribal policy and negotiates tribalbusinese. A General Manager is delegated responsibility by the tribal councilfor tribal business administration. The tribe has a large administration staffwhich handles many matters ranging from financial to recreational. The Tribal
Council aPpoints tribal committees for special tribal matters. The tribe has
established its own education department, operates A loan department for tribal
members, provides a welfare program for local ttibalimembers, and sponsors itsown tribal senior citizen pension program. Also,.the tribe operates its ownLaw and Order Department with assistance from the.Bureau of Indian Affairs, the
state and the local counties. The Bureau of Indian Affairs has a large staff
at Warm springs to advise and assist the tribe with economic development, employment
timber maoigement, social matters, education, realty, roads, special reservation
programs, conservation and range management and other matters. The Oregon State
Extension Service has a Home Economist and an Extension Agent assigned to the
reservation. There is a relatively new Housing Authority on the reservation
for handling HUD housing matters.
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WARM SPRINGS INDIAN RESERVATION POPULATION DATA

AS OF JANUARY 1971

Enrolled, male

Enrolled, female

Total population (Age Distribution Ava able)

938

991

1,929

Enrolled, resident male 709

Enrolled, resident female 725

Total reside t population (Age Distribution Available) 1,434

Resident, nAle
(Indian enrolled and non-enrolled) 844

Resident, female
(Indian enrolled & non-enrolled)

Total resident population
(Indian enrolled & non-enrolled)
(Age distribution not available)
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2. Historical Perspective

This information gives a picture of a relatively prosperous tribe,

with constructive programs in housing, edu -tion, minimum income, and emPloy-

ment, all ch teristica which many other tribes seem to lack. Nevertheless,

the Warm Springs Tribe still has a hi h unemployment rate (310) d problems

of alcoholism, disorg ized homes, early school leaving ages, all of which

are indices frequently used of need for mental health services. In order to

understand how the present program evolved, and how factors are interrelated,

one must look core closely at recent tribal history.

One of the Tribal Council Members described the beginnings of the

present day tribal programs. While not transcribed verbatim, the substance

of his remarks are as follows:

ro 1939, when I was a very young man, we sat in the Council
and we talked among ourselves. Other people owned our land.
Some private homes surrounded our warm springs where we always
liked to have our sweat lodge, and outsiders were cutting our
trees and operating a sawmill and making the money that we
needed. The farm land was sold or rented to outsiders. We

re in very poor shape.

We looked at our problems. They were much the same as they
are now. Too much alcohol. Too many homes broken. Our chil-
dren not getting the care and education they needed. No one
had jobs andfew houses were fit to live in. We could not do
ererYthint'at.cae. So we made a plan, one thing at a time,
and we began to work out ways to accomplish it. It would not
do any good to.dry a man up, have him sober from his drinking,
and then have no job, no way to feed his family. In a few
months he would be soaking up alcohol again. What else was
there for him to do?

OUT first goal had to be to buy back our land. To get control
or our own business and be able to provide the jobs people need.
How we did it all I do not know, but much of it is on record in
the Tribal offices. By 1959 we had back the Warm Springs ahd
begun to build our resort. A place where we ourselves could
enjoy ourselves, as well ES tourists and Oregon people. By
lgb9 we had paid off the debt for the sawmill, and we owned
aimost every acre within our borders. It took a long time,
bu.t we managed it.

Then, we began to turn our attention to these other things
th--cat we needed.
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WIllIam Vichols, Director of the Tribal Health Program, which includes

Mental Health, filled in one of the missing Pieces. In an interview he tells

how, in about 1969, the Warm Springs Tribe received a federal payment. Many

tribes thought the United States were paying for land which had been previou-

taken either unlawfUlly or with underpayment for its value. In a great

tribes the monies were distributed in per capita payments to all enrolled

tribal membe The Warm Springs Tribe were awarded a little more than

i4,000,000.00 for the loss of their traditional fiShing places when dams on

the Columbia River flooded Celilo Springs. About one-half was distributed on

a per capita basis. The mortgage on the Sawmill was payed off entirely, and

the remainder invested. Interest'is utilized for tribal projects, together

*th income derived from tribal industries.

3. Tribal Industries and Employment Practic s
The major tribal industry is, of course, the sawmill and its associated

lumbering in the mountains. Warm Springs is the leading producer of forest

products of all reservations in the Portland Area. The second, and perhaps

more yell-known industry, centers around the Kah Nee Ta resort, which combines
4

two facilitIes. The first built included not only a sweat lodge for tribal

ceremonial use, but also an Olympic size pool, utili ng the naturally heated

water. Cabins, suitable for family use, with the possibility of three bed-

rooms, two baths, kitchen facilities and living space are located near the

pool. Each is capable of being subdivided into smaller units for single or

double- occup cy. Cement platforms, with fireplaces, provide the foundations

for large teepees capable of providing sleeping space for ten campers. An

excellent, moderately priced restaurant overlooks the Warm pprings River flo

g through the reservation.
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Wild hOree have been tamed and broken to provide both riding in a

ring and with guides over trails in the hills. A nine hole golf course is

well cared for along the river b ks.

A mile Oar from the original resort and on a hill overlooking the

valley below- dem luxury hotel has been built, after a competition among

archite ts for design which incorporated Indian themes. The result is a

building which hcn.zes with the setting, and in which even such details as

the bolts of the beams in the rafters cotribiite to the effect. An indoor

pool, gift shops, and gourment restaurant are managed by a Swiss hoteliere.

Wh t makes the resort particularly pleasant is the use mode of it

by Warm SpringS tr±bal f ilies, who can afford to take their recreation here

as yell as provide it for others. Babies in cradle boards are propTed in

chairs at the table while parents and older thildren enjoy meals in '11,3 res-

taurants. Indiari and white folk of all ages riIngle in the pools and Use

the concession fseilities. Indian organizations neeaing to hold conferences

or eetings in tl'a l'egi.on also make good use n1 the facilities. Once 11.

planned airstrip is completed, the acc 5 ibility of Kah Nee 7a etculd be

improNed to the paint where it becomes well known, and the projection of future

developments oT oki lodges and other facilities are not unreasonable.

Am inte estj.ag employment pattern has dev loped. The Tribe has not

hesitated to hi t ide expertise, but it also encourages Its own members

to serve apprevtieeobips and t- secure education and training so that in time

they will be alole to take over e plete management and operation of not only

Kah Nee. Ta, Or the Oww- Mill, but the business na-naement of the tribe and the

operation of its Var'iouz service programs as well. However, they do tot seem

to make the mietake of presun_ng that jobs shoiad be given to tribal nenbers
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regardless of eXpertise, ability or training. Thus the tribal payroll -d

government positions do not account for the bulk of the income on the reser-

vaticn, and there is less diffi olanning -d carrying out purposeful

prOgrans than on many reservations where Indian preference is such a high

iority that competence is sometimes overlooked.

4 Tribal Health Program

7he tribal he lth program illustrates this featu e very well.

At about the time when Shore began making consultation visits from the

Area Office, the tribal leaders disct.s....06 the po3cibi1ity of estab-

llshing their ovri Mental Health Program, and, Mr. *William Nichols, M5W, was

employed as its Director. Whethtr it vas the observation already made 'by the

trilad leaders or the result of an analysis made by Mr. Nichols in the first feu

months may not le clear in the records, but 'that is certain Is that the high

unemployment rate vs. s analyzed and determined to be the result of alcohol abuse

and emotional instability in a number of families. The first priority then of

the tribe 'beesm the esteblishmeut of effectIve alcoho1i counseling and.

treatnent rogrsg

'Alcohol Abuse Program

1. Justification

The justifacation for the program has been t e finding that

alcohol abuse vas a contributing factor in 705 of the divorces, 67% of the

smIcide attempts 855 cf the job turnovers 52e: of the t 'bal court cases

and 50% of the auto fatalities in 100-1971. These facts are more extensively

presented in the followinx rep t prepared as support for grant applications.

151



Alcohol Abuse - Warm Sorings Res rvation

Ykcessive drinkin is deflned as the consumption of alcoholic_
beverages to the point of drunkenness and habitual to the point
of interfering in tha person's functioning In some major area
of his life. Those areas affected are: 1. Family life,
2. D-;;ployment 3. Health,. and 4. Relationctins vith the com-
munity.

J\lcohol abuse is defined as the over-uoe of alcohol beyond the
ac eptedsoefal and medical norms of this culture. Violations
of the medical and social norms are reflected in the arrests
in the community and medical treatment for alcohol-related
L1J.ness.

There is a number of people (statistics not available) on the
Warm Springs Reservation who are chronic alcoholics as charac-
terized by an inability to ston drinking once they have started
and by major withdrawal symptoms when they do discontinue drink-
ing. These symptoms axe DT's, alcoholic seizures, and pro-
longed blackouts.

The predominant drinking pattern appears to be of the periodic
binge ty-pe. The periodic hinge drinker drinks from once a month
to once a week, usually two to five days in duration. Drinking
usually begins very early mnong teenagers (13 years, in some
cases much earlier) and is viewed as a social and recreational
activity. This attitude of drinking as a social and recreational
activity is carried over into adult life.

The characteristics of the periodic binge pattern are:
1. Drinking on the reservation where it is legally prohibited,
2. Drinking from the bottle without mix or food, 3. Gulping
drinks, 4. Aggressive acting out, primarily by fighting,
5. Group pressure to drink, 6. Drinking to escape problems
mad, 7. Drinking for oblivion.

Vany of the people who drink in this fashion do not viev this
as a problem and contimue to drink in spdte of the numerous
persanal, social, legal, medical and social problems brought on
ty the excessive drinking. Some are looking for relief or
escape'from Social; e'onomic and personal problems. Such escape
through the excessive use of alcohol is not possible and only
compounds the problems mad leads to further noor adjustments.

The problem of alcohol abuse manifests itself in the following
ways in the Warm Springs Conmunity:

1. Familz_ 'fe: Excessive drinking hy some of the Warm Springs
rezi.deats has created a "drunken Indian" image among the
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n n InOians both on the reservation and in the surrounding ems-m ties. The "drunken Indian characterized as being lazy,
not employed, and drinking to the extent and frequency as his
funds will allow.

Some of the children on the reservation have parents who pro-
vide a "drunken Indian" image. Too many times, these children
copy the model established nor them by their rarents when they
grow up and the problem repeats itself.

Excessive drinking is the leading factor in child neglect on
the reservation. As of March, 1971, 4o Indian children from
18 different families were living in foster homes. ghirty-eightof these children or 95% of them were placed in foster care as
a direct result of the mis-use of alcohol on the part of the
parent or guardian.

Supervision and supportive care is being provided by the Jeffer-
son County Welfare Dept. to additional 31 Indian children from15 families. Ninety-three per cent of these children came to
the attention of the Welfare Dept. as a result of misuse of
alcohol. Other families have been brought to the attention of
the Welfare Dept. and Child Neglect Committee, but no action
was talten because of lack of resources or insufficient evidenceof neglect. (Tri-County Child Welfare Services, Kerne, March 1971).

Excessive drinking by parents results in disorganized family
life and is listed as a contributin cause in 70% of the divorces
filed on the reservation in 1970. Judge Thompson, Tribal Court,June 1971).

This same fam ly disorganization is given as the major reason
for placement in DIA boarding schools as public schools are
available to all residents of Warm Springs. The rate of alcohol
involvement is high in boarding schools as is the drop-out rate.of the 41 students enrolled in boarding schools, 345 dropped out.
Chemawa reports that 77% of the dismissals in the first half of
the school year 1970-1971, were related to drinking.

In 1970, there were 12 known suicide atte pts reported to PHS,
(it is felt that there were more incidents that went unreported)
67% of these occurred while the persle was drinking. (Suicide
report, annual PAO-PHS, 1970).

Employment. The Present unenployment rate is 32 (March 1971).
It is believed that an undetermined number of those who are
presently unemployed are unable to hold jobs for any period of
time because of chronic alcohol consumption.

Excessive use of alcohol results in unstable employnent.
Mr. Ed Manion ager of Ka-Vee-Ta resort- tates that he loses
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an average of nine employees a month for reasons of "failure
to show for work." Of this number, 85% were alcohol related.

Manion, July 1971).

Mr. Ken Jones, Engineer PHS for FL 121 projects _eports that
since 1964, when the projects began that it was almost impos-
sible to maintain an eight man work force consistently. The
usual pattern was to work until ray day, then drink for several
days. (Ken Jones, May 1971).

otatistics from the mill operations indicate that in the period
from 10-69 to 4-71 there were 198 turn-overs at the mill. Of
this number 63 terminated voluntarily for such reasons as:
other job, school, job completed or death. One hundred fifty-
five terminated for involuntary reasons. Of this number, 100
were terminated for "failure to show for work," 8 for being in
jail, 6 for family problems, 4 for "unable to do the work,"
2 for "drunk on the job," 2 for poor workman, 2 for sleeping on
the job and 6 gave no reason.

Of those terminated for "failure to show for work, the major
had been drinking, of the 155 terminated for involuntary
reasons, 69 worked for less than one month. (HIA Employment
..itatistice 4-71).

Health. The medical officer at the Warm Springs Health Center
estimates that 5% of the clinic visits during regular clinic
hours are people who are seriously impaired in their functioning
because of alcohol. Of the estimated 900 after hours clinic
calls, 85% are a direct result of excessive drinking (Dr. Leland
Reamer 5-71).

The following information was taken
care records maintained by PHS-PAO.

Warn Sorings Alcoholi cases treated.

For the_oeriod ending

bulatory Patient

Total First Visi

Sept. 1970 21 4

Dec. 1970 46 T

March 1971 34 6

The majority of these cases were in the age range of 45 to 64
years of age. (Ambulatory,Patient Oarb Report, July 1971).

community_Relationships:. There was a total of 459 cases in the
WarM SPrings Tribal COUrt in 1970. ,Of this number 65 were minor
traffic violations, livestock and game offenses. This left a
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totaof 39 enes of which 20B were alcohol related offenses.
Thjj Is 525 of the criminal cases tried in the Warm Springs
Tribal Court. Judge Thompson of the Tribal Court estimates
that more than half of the law and order budget is spent on
arresting and confining alcohol involved cases. (Warm Springs
Tribal Court records and Judge Thompson, May 1971).

Mr. Mark Werner, BIA Probation and Parole Officer, estimates an
additional 300 alcohol related complaints were made to the
Tribal Police Dept. that did not require court acti-n.

Judge Nelson of the Justice of the Peace Court in Madras
reports that of all the alcohol related offenses handled in his
court, 90 to 95% were individuals from the Warm Springs Reserva-
tion. Many of these offenses, 257 were repeat violations by
specific individuals. (Phone conversation with Judge Pelson
6-71).

Judge Herschel teed of the Jefferson County Juvenile Cour
Madras reports a total of 112 liquor violations in 1970 com-
mitted by juven les under the age of 18. Of this number, 42
or 37% were committed by Indian youths. (Phone conversation
with Judge Reed 7-71).

There were 8 deaths of accidental nature on the reservation in
fiscal year 1969-1970. This includes auto accidents. Thirty-
seven to 50% of thes3 accidents involved alcohol.

Reliable statiatics are not available on the number alcohol
involved personal injury accidents for the past year.

2. Plan of Progr_

The plan of attack developed for the Alcohol Abuse Program vas

to develop a roster of high rlsk individuals from the various community agencies

such as law enforc_ ent, courts, Health Center, employers and tribal committees

concerned with.chii4.n eeglect,andalcohol abuse. These persons were kiven

opportunities..for counselliri4 e by two counselors, hired and trained in the

special techniques of working th tr s ulat on. These counselors became

advocates assisting their clientele in solving many basic problems as well as

in controlling their alcohol m.
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A widespread educa ional pr gr in the ea ity end schools

was also ted, stressing only the problems caused by abuse of alcohol,

t also the resources available d th program offered by the tribe to help

solve basic problems. Links wer s ablished with resources that e e needed.

These ged f the medical su orts eeded from IhS to contract hospital

facilities for detoxif ation, and other state and federal rogr such as

Sundown M and SWART, and p vate alcohol rehabilitation facilities. The coun-

selors were charged with follow-up activities in seeing that these esources

were used appropriately, and that needed edical and social s rvices were

properly requested and used by the persons in need.

The major lack of this prOgr been local detoxification

facilities. The nearest hospital, curt iles from Warm Srrings, has an

ambivalent titude to d admitting this type of patient. At times local

jails, homes, and similar facilities h e been utilized, with f ily and

volunteers supplementing the staff. As the program beg to tablish a

reputation, tribal membe from as away as Seattle would request help, and

return to Warn p ings to participate.

One striking advantage t b ng a tribal opera n has been the

ability of the tribal coun il to establish a policy that all reside s of the

re e vation should be serv.d. This ludas IH0 and BIA staff who are not

always immune to the disease of alcoholism, as well as employees of the sawmill

and other husi saes. As remarked by Mr. Delbert Frank, one of the counselors,

"If we have these people f neighbors, d ust live with them we must take

care of them as ell. Otherw e they re in a source of infection for all of

us." It has become policy that no one may be discharged fr job simrly

because of suspected alcoholi or even for obvious signs of drunkenness and

156



inability to work.

Counseling Program,

the individual must be referred to the Alcoho ism

e referral is used, or if the counselllors find

that they are not successful in helping:the individual concerned to stay sober,

then discharge fr employment is approved.

Multipie funding sources, including federal alcoholism programs

as well as tribal mOnies, have been util zed and the program seems to be well

established at this time.

C. Children'a Clroup Rome

1. Need and Justification

A second high priority of the tribal council was the solution of

a long-standing problem with regard to children. While child battering and

child abuse was Almost completely unheard of on the reservation, a relatively

high number of children were found neglected, usually fithout kn w ng where

their parents were. Three hundred of the eight hundred children under the age

f eighteen we e arrested or seen in juven le eout during 1970. While many

were returned to their homes after two or three days, little was done to

alleviate the conditions that had led to their neglect or delinquincy. Further-

more, a subst tial number of children each year were placed by state agencies

foster homes away frori the reservation, to institutions, and were seldom

able to be returned to their families.

In a reecnt report Dr. Shore and Mr. Nichols doctcnent that during

1972 two hundred nineteen, or 2 1, children under the age of eighteen were -ot

living with their n t -al parents. Seventy-four of these were in foster care

placement with the State's Children's Service Agency. For a variety of reasons,

the state agency did not li en:3e Indian foster homes on the'reser ation, and

once a child was laced away.from his or her community, there was almost no
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fellou up service available to the family. Altho -h parcntt1 behavior was

f en interpreted by the state agency as indifferent or neglectful, and the

continuing or intensification of alcohol abuse offered as proof of unfitness,

the tribal committees saw tY_ se events in_ a some hat different light.

There was strong feeling that once the children were gone there

nothing t_ hold the home together and no real motivation to solve the

problems which had led to the charges of child neglect and the predicament of

the youngsters. The ssie kinds' of reasoning appliod in many ways to the child-

who were sent to boarding schools away from the reservation, since educa-

tional resources were available locally for families which remained intact.

2. Tribal Involvement

Unlike the situation in Washington, the State of Oregon peiiitted

the jurisdiction of tribal 'police and tribal courts on reservations. The State

could also recognize a program completely operated iithin the reser7ation even

though it did not license individual homes. Therefore, the Tribal Law and

Order Coxirittee requested, in 1972, that a group home of a therapeutic and

rehabilitative nature be established which would accomrlish several object ves

at once:

Provide an alternative to jail for known delincuents
preventative and individualized program

Provide a shelter for.the care of dependent children

Pray

h a

de therapy for entotionally and behaviorally disturbed children

Provide counselling and,
or substitute parents of

And in all its activities
child to his family

if needed, Dsychotherany for the parents
these children

f cilitate a successful return of the
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There is an interesting anecdote told of the discussion of this

project in the Tribal meeting. An interpreter who was asked to explain the

proDosal is recalled to have reMnded the older -,bers that traditionally the

tribe used 'select one of its wiser members to be the "Whipper Man " an

administer proper discipline to those youth and children who showed disrespect

for their elders and the proper ways of doing things. He suggested that the

group home nrogrnzn was a modern equivalent and would endeavor to bring cbildren

up in ways that were proper. It is not clear from those who relate this anee-

dote whether the "Whipper Man" also ajudicated family quarrels and made use of

the opportunity to admonish parents as well as children. Such a role would not

be out of keeping with siniilar traditional figures in other tribes.

What is clear is that the tribe in council and the program starr
in its actions, are acting with the sanction of t adition as the agent of

the eldest and wisest of the trib The cont nuity of context be-

tweenold_and new ways is very rep.' and accounts for the high degree of paren-

tal acceptance of the program.

3. VIMH Funding

Aftey tribal discussion and appr val, an applicatiort was made to_

N41-i..Théprojct , was funded for an eight year period heginnin in January 1973.

A Director was chosen, Al Schmaedick, who is an K.S. psychologist experienced

in wor ing with mentally anA behaviorally disturbed children in arid out of

residential sett and as a counselor nor jail and

Coals were established as follows:

1. reduction of juvenile arrests a

the first year and 50r, over fiv
recidivism by 15Z 'in

years.

2. Adequate shelter for dependent children_

A reduction of at least 50r. in the number of children to
be nlaced off the reservation.
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with his community while providing h.

e juvenil- 's contact

a new base within it. Involving

the family to increastl t e chances for a successful return home and ma' taining

continuity of education by keeping children in their own schools iere essen -

tials of the plan.

Initially, it was thought that a wing of the jail could be uti-

lized for a holding facility, and quarters added to that building; but

any children were involved, decided develop the p g xn

qua ters. Until these could be built
adJacent to the IRS clinic

the facilities of the Presbyterian Church made available.

By the spring of 1973, additional -taff had been hired and we e

engaged in an intensive tra1nixi g progsram. Another funding source had been

added, allowing some discretion in the use of the NTMR funds and an increase

in the number of staff and their duties. AA extensive outpatient or field

services trograrn was established, as well aS the residential program, A Child

Psychiatry resident from the University of oregon Medical School was made

available as a consultant.

4. Progress Report

it is Drobaby easiest to let the report of the Dire t

itself, as it was submitted in April 1973, five months from the initi ti

of the program and two months arter it had first begun accepting chi1dren .
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ficv) 5.,::,-11
T ram! Child ren ' s Pr L'ixt. 73

TRIBAL CHILDREN'S .PROCIRAM
Thv Confederated Tribee of the

Warun 5prings Indian Ilet-4ti'vation
127krecto r, Al chmaedick

-PROGRESS REPORT
April 5, 1973

9On 1\pril 3, i73 I was stavtel on the new Tribal Children's
Orou.p Home. The contrac actor, Mr. Larry Runge.a a local c
The h wfl be built on lion rather ih being built as a modular
home as previou.Ly discussed. However the cacI.-actor has promised a
eixty day completilon date with a penalty written into the contract if he does
not complete the project on time_ The floor plan for the building has notbeen changed, therefore aN previously discunsed have an eight bed-
room home with aplproleimately 3, MO sq. feet of aoor space. The location

be. adjacent to ihe prerf-. Day Chre Center.

For the we cr)Ithrwe to operat
erera Cal Chin had aare,ed to continue

for the price of the kiillities for the buil
$80.00 rr month to date at'Ad EYf coo.rse this
change m 1ie weather,

This
being

have started
volve6 portic+patio

olfered throu0 Con

rian Church.
thi$ bui dirpg available

This has avera8ed abovt
4bould &o down with the

egrnoM of cur training prcgram for all staff.
a college leveR Development
Orei,on College anti the Tribal, Education Of.lice. Also v..re have two'N,Qorkshop days set -up with Or. Dcnnil Irrisby, aChild Psyc -ist riF.t crm it Portland. We are &so negotiating a class in In-

terviewing &1lls flirouh Central Oregon College and D. C. E.

There liave been on tages in staf4-. there-fore I will again list all
the people who are prestnt working for the Tritazal Children's Program.
They are ae -to ows:

A Schmaeklici4
L rry CalLna

e.,

Ye I b. hE'. q;13154

113:: manion
Arlene i

1

Di rectur
tIment Corrdin;for

Secretary

id Counselor
Field Counselor
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Vdar ri195, Ch.e9(4)

Iriba 's Prop,rnin-Ext.

Barbara Yaw
Uren & Gwen Lcoiiard
Scott Retnington
Oliver Kirk
Redine Kirk
Rartionz Tanewasha
Dowtilas
ErnelAilw Steveals
June Cochran
Dieborah
Mildred (Kirk
Andrea Schmactlic

Field Counselor
Chad Care Worker II
Child Care Worker I
Child Care Wortt r III
Child Ca re Worke r III
Chfld Ca re Worke r ITI
Chli Care Worke-r ITI
Child Care Worker III

art-tinic Child Care Worker A1cie
Part time Child Care Worker Aide
Po 1.1- time Chi Id Ca re Wo rke r Aide
Part-time Child Care Worker Aidc

We c nhnue to provide erVices and the demand for . rvices is e rer tn-
crear.ing. We are finding now that people are coming To
having to seek them out. I feel that this is an encouraging sii meaning that

is being accepted quite well by the communtty. I have initiated
sebng with three couples witMn the last two weeks. I am do-

ather than us

our pr
rnarriage
illy this in co junction with the field workers, This providef4 the benefit of
traininl.., a worker cd t th same tirne i t hes a highly effective thera-
puiie team approach.

The following data will serve to bring the rea
services provided.

OUT- PATIENT SERVICCS

(I) numbei of new farnily refer

I p.rsons be nseled

(3) nut ber of se cicns held with or in regard
to clients

nu cpun

(5) app

ob

Imate roileoge f fi d orkers

IN- PATlENT SERV tCES

I) number of children achiittd to terno ra y
home

2

actual

Month of March Total fclr Ye

2 79

120

397

20

455

696

42Z8
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Worm Spri`n9s, 0/%61
Tribal Children's 13rogi m-Erct. 73

ther ut days children stayed in home

peak nwnbe r of children at one time

(4) prese) t number in residence

(5) number o f pieced off reervtion

(6) num.ber of childro!n
reservation

1 In foster homes on

5

17 34

7 15

7

(7) n- rnber retornecl to own home, 20

9
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Achievement of Crit.eriori Goals

Furth data, secured after eight mn _s of the operation of the

Groun Rome and its o.ttreach prarai, indicate that 249 children have been

involved from ninetyeight senara e families, representing about 20% of all

reservation farrillies. 90% of the placements in the Home represent problems

related to excesSii.te drinking by the parents, raking a close association with

the .Alcohol Abu _. rorn1 essentiaJ.. Forttnatelz, both

OV- all direction, an4 work can easily be coordinated.

the sane

The otheT 10Z of the placements i.zwoived juvenile deli

runaway actions,

children could la

hedical treattn

Et a

children p

ea unexpected lonus, e e medical problems. Four

le Group Home while receiving intenstve and 0(tens1ve

alternative to hosoitalization in a distaat -ity.

It is to0 soon yet to me -e the pórarn against the hieh

teris it established for itself. However, the reduction in

tion has certamnlv teen reduced by more than

50%. 413 ehildre placed in 1971, 30 in 1912 end. 1 an 1913.*

child placed since the Group Hone opened vas already -fficially in the Cus

tody of the state, andlthere was no legal recourse available to or1c out

mother solution. Jafornation on th delinquenw rate has not yet becane

available.

Mniti Project

1. Description of Need

In JantlarY of 1973 stjll a third program wa estab1shcd iqhi

would extend the experience gained in the coholism and Child Care (G-roup

Kome) progr ,ns to ioclule concentrated attefltion to multiple problem families.

0 in T1 and thremith NAY 75
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The oblem is stated succintly in the program report of the director

fiscal year 1973:

There are a numl:cr of families on the Warn Springs Reservation
that are subject to severe stress from several sources. When
this stress becomes extreme, the family ceases to function as
a unit. The exact numler of these families has not been estab-
lished, as only the symptoms present themselves in the community.
These symptorns are:

(1) Excessive dr1nkin7 (set aleohol abuse emphasis pl )

(2) High diverce Tate-T30 ton 191a)
(3) School &ropouts (34 in-boarding schools, 20% in

public schools)
-(4) UnemploTnent (37% in 1971)
(5) Delinquency (121 referrals to the tTibal col 1)71)
(6) Suicide (6 attempts in 1971)

The objectives of the program will be to establish a hi0 priority

service file on fwni1es that are kn n to more than one age cy, to provide

courise1l1n g services to these fun lies, and to establish r'uitable proventiou

programs.

-Plan of Action

The plan of action for this program, and the meams by which

will be self evaluated by the tribal committees

report on the folloving pages.
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Plan d, Evaiva on:

Tevitr repreeniet.ives of

ncles pioYidin% service to
refigrvation pDpi.11ation and

h cca1. committeeb and cniu-
ily to discuss the
problem o feamilies.

(b) Establish a high priority file
on fanies known to more than
one resource.

(a) Contact high risk families to
offer coul---eling and assistance.

(b) Refer to appropriate agencies for
specialized services.

( Assist families iii following through
wdth the referral and provide needed
follow-up support

(a)

(b)

IdentLfy the major problems that
create stress on the fanaly undts.

Establish an education prrani to
inform the community of these
pTobtems and alternate ways of
dealing with problems.

LIL 9

(1) (0 Have meetings been held
wj.th represqmtatives of
agencies and commnity
groups to identify- sources
of stress on families?

Has the high priority file
been established?

Percentage of high risk
families contacted and
offered assistance?

(b ) Number of referrals made
for specialized services?

How have families responded
to referrals made?

Nhat problems have been
identified?

Has an education program been
developed?



c. Plan of Lction:

EUist the assistance of the
Tribal Council, Tribal Committees,
Public Health staff, BIA staff and
other concerned individuals in
modifying conditions in the
community that create stressful
situations for families.

Develop individual emphasis plans
for major problems as they become
identified.

"

Evaluation:

What condi mons have been
identified in the community
that create stress on-the
family? What action has been
taken?

Have additional emphasis plain
been developed?
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. Prel minary Indicators of Effectivenes

This program has been too new to secure reports on its effective-

ness. (towever, work with a typica) case was obicrvU during the summer of

1973. A recently divorced couple had divided custody of the children, dauhters
with the mother, ir sort vith the father. Coun elors were attempting to

aid both parents and children in handling the emotiona] stress involved in

tne separation and the visiting. The mother was receiving concentrated help

with the Alcohol Abuse Program as a condition Vor further education or employ-

ment. The father had arrang ents made for housek eper services and the use of
the Day Care Center so that he could continue his employment and maintain a

home for his son. ealistic credit counselling ard discussions with the housing

program were underwa. The father was being helped to pay off a fine rather than hsv
to serve a term in jail and not be able to keep up with his family obligations.

The multitude of problems was indeed overwhelming, and the staff

confere_ e indicated that each family member had some vocac, and a lot of

understamding and support as the team coordinat-t
efforts to

bring some order into the chaos. While the problems i volved seem Augean, thio

link between ilex Mental Health Program itself, amd with other agencies

is probably'one of the most essential ones in the chain of treat- nt and pre-

ventative pr g 71S-being developed.

One factor that looks toward the future is the bu lt-in determina-

tion to attempt to discover underlying causes and to build on this research

new Datterns of preventativo as well as treatment services.
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E. Major Mental Illness

rhe only component of the pro-ram not originating with the tribal

oommittees has been the 'tlan to search oat those on the reservation suffering

from major mental illness and develop treatment plans for them. Mr. Aichols,

in an inte view during the eummer of 1973, pointed out that the eame overly

tolerant -ttitude toward deviaht behavior that eould allow an alcoholic to

destroy himself, applied to bizarre behavior. Persons with schizophrenic

symptoms were permitted to be bizarre, but were shunned until some crisis arose.

The di covery of one or two such individuals, and the successful treatment of

at least one, was arousing interest. The p e ibility that the behavior might

be due to a treatable illness, and not a. free choice, is apparently both a new

idea mnd possibly a relief to the concerned members of the families.

Since the number of such individuals is unknown, the first step of

the problem is to identify pers ns incapacitated by mental illness througie a

promulgation of concrete descriptions. Reports of bizarre or unusual behavior

that come in to any of the staff from family, friends, and comvtunit y rezidents

will be noted. Similarly referrals from the 1HS physicians, local private

physicians, and to pitals will also be evaluate4. Courts, Law Enforcement

agencies and the Tribal Committee 1411 also be asked for referrals.

Each person referred will be gieee psychiatric xaination, probably

by the IHS consultant staff, and appropriate treatment prorasns should be

developed. Where state hospitals are iiwolved or private psychiat_ic facil-

ities, complete reports ill be requested and follow-up rvices arranged.

A separate tai h .4 nOt been established for this project in 1973.

However, the 1.1 rector wautakloR a persona] inte eed

that any of the etaffs of the other three progrnme coeld
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in making the discriminations between stress reactio-1_, other forms

_f behavior, and major mental illness aMOng their clientele.

F. CHR and MCH Aides

Nich ls directs the Tribal health Prograns as well as the four

components listed .above. He has direct charge of the Community Health Repre-

sentatives and the Maternal and Child Realth Aides who function in roles not

very dissimilar from those with simiLar titles onother reservations. The

diffe ence here may well be that the clarity of their function is more easily

established because they are linked directly to a complex of Mental Health

vices as well as to the Tribal Council and the IPS staff.

G. Coordination of Total. Program

This coo dinating function i best shown on the three accompanying

organization charts. One sho the formal programs under the jurisdiction of

the Director and indicates where known the budgets of each as a total of

multiple funding sourc s

The second shows the tribal organization chart, showing the health

program in Its place mmongst other tribal departments. The third -hows the IHS

ice Unit chart, indicating the presence of the Tribal programs without

the lines of IHq authority.

Mr. Nichols has an office In the Health Center and provides direct

clinical services as well as coordinating Mental Health programs and resources.

His functions as seen by the SUD are described below.

MENTAL HEALTH
A. Day-to-Day Services

1. Direct Services

The Mental Health Director is an ev Joyee of the Confeder-
ated Tribes through Contract funds provided by PlIS. His
office is located ip the health center.

Patientn are referred for individual, marital and group
counseli_- through:
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a. Self-referral
k). Referral from health center staff

Referral from tribal court
Referral from SIA Social Services
School referrals
Child Neglect Committee
Tribal Health and Wein.. e Committee

2, Coordination of Mental Health Resources

Th

Mental Health DirectOr serves as the coordinator.for
mental health personnel from the Portland Area Office.
consists of making appointments with patients and
ging for special communit or agency meetings. He

also available to any agency or community groupfor
1th and welfare meetings as a resource person.

Development

The Mental Health Director is a member of an ad
mmittee which is r'sronsible for:

a. Identifying mental health needs.
b. Writine' grant proposals for necessary treatment.

training and education programs.

B. Emphasis Plans Mental Health
1. Assessment of Needs

a, Statement of the Proble
At this time, this service unit does not have an
effective mental health program to survey and assess
the mental health needs and develop suitable programs.
Objective:

(1) Identify the nature and extent of the reservation
mental health problems.

(2) Reduce the incidence of emotional and mental illness.
(3) Develop comprehensive mental health programs.
Plan of action:
(1) Identify the mental health needs of the reservation

through consultation meetings with individuals, com-
munity groups, and representatives of tribal, Bureau
of Indian Affairs and health center staff.
(a) Review available statistical data compiled by

such agencies as: Tribal Court, Child Neglect
Committee, Employment Office, Social Services
and Health Center to identify mental and
emotional problems.

(b ) Conduct special surveys to gather data on prob-
lems that will require special emphasis, i.e.,
alcoholism, child neglect, family instability.

1/1
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(2) Provide individual, group, marital and community coun-
seling-services to persons referred.
(a) Develop mental health resources both on and off

the reservatio,.
(b) Provide consultation services to individuals and

groups who are the primary contact with the patient
in the community, i.e., Community Health Represen-'
tatives, Public Health Nurse, Tribal Health aad

. Welfare Committee.
( ) ConAuct education programs in the community on

mental and emotional health problems and how to
recognize them.

(d) Work clos-.1.f wit, local school personnel to assist
in the early identifiFation of mental and emotional
.problems and developing an effective treatment prograa.

(e):Coordinate and initiate mental health services .

available through Mental Health Office, Portland
Area Office.

Assist in forming a Mental Health Advisory Committee
composed of reaidents of the community.
(a) Assist Ilental Health Advisory Committee in writing

grant proposals to secure needed funds for training,
treatment and education programs.

(b) Develop mental health resources through regular con-
sultation with representatives of Portland Area
Office, Federal, State, County and local agencies.

d. Evaluation: (N

(1) Are consultation meetings being held to identify mental
mealth problems?
(a) Is statistical.data being obtained and reviewed to

determine the extent of the mental health needs?
(b) Are special surveys being conducted to gather addi-

tional data on problems such as alcoholism, child
neglect and family instability?

(2) Are direct counseling services being provided for those
persons who have been referred?
(a) Are new mental health resources being developed?
(b) Are consOtation services being provided to primary

contact pe;-sons?
(c) Are mental health education meetings being held in

the community?
(d) Has contact with school personnel led to early iden-

tification of mental problems and assisted in
effective treatment planning?

(e) Are Portland Are Office mental health resourcrl
being used effectively?
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The emphasis on need for epidemiologic data has been discussed wi h

Mr. Nichols in ast i,rviev, and he i- very interested in developing a broadly

based study of the reservation population. However, this will need to be

planned in response to the feelings on the part of the Tribal Health and Welfare

Committee and Council that they wish to know more about the specific needs -f

the tribe and is communities. As the initial projects gain stability, and as

interest in measuring their effectiveness is developed, one can expect the

tribe to recruit consult ts t- further analyze the needs and to develop pro-

posaIs for meeting them. Some groundwork for this has already been laid in

the insistence upon evaluation ques Ions attached to each program o jective

and plan of operation as well as in field studies of available sources of

information completed by aduate students from the University of 02egon.

Within the next year or two real involvement of tribal people in assessment

-f program effectiveness and in searching out unmet nee-A can be expected.

H. Characteristics Basic -ss
_

-emphasis on tribal involvement in directinv these programs is

e: ential. One of the de,'lying reasons for the high level of morale of

staff '-d the stability of program developed has been the fact that 90% of

all st.ff are tribal comnmnity peo,ole, and that with the excep -on of the

iden of =persons with major menta Ulna 3, the prog_ m foci and

format have been of tribal or gin and choice. Mr. Nichols, in reminiscing

about his early days on th Resevation, did reco -t the necessity he faced in

the beginning of claifying repeatedly his role as a tribal rather than a

federal employee. He has been especially skillful at avoiding the trap of

talc g charge, and. of allowing - probably more accurately being given by

1 7



default the credit and blame for program success He continually ulizes

his energies and expertise in the servIce of the Tribe, facilitating the

achievement of their own goals.

In summary, the success of these rograms as an integrated whole seems

to be based on several factors.

(1) fribal direction, Inport and sanction - inc uding the origin
of the program ide and long term objectives.

Formulation r clear cut objectives in terms of needs to be
addressed, i rget populations, and indices to measure progress

Adequate financing from multiple sources (NIMH, other units of
HEW, State CMHC, LEAA, IRS, BIA, and tribal funds)

(4) Competent staffs - both external expertise hired and training
of local personnel

( ) Caref. attention to inter-agency coordination

appear that many programs have most of the latter four

charatiic t,nd founder for lack of the first. The Warm Springs tribe had

nearly thirty years to prepai.e tc undertake the complex mental health programs

during wAch they gained control of the economic factors which are often ad-

anced as a counter explanation for the stress and individual and family dis-

organization present. While it may riot take other tribes this long before

mounting an at ack, many times the pressure to turn over control to a tribe

a guarantee of failure when the tribe is not ready or for many reasons not

willing to take the other factors into account. Equally self-defeating have

been efforts over the last hundred years to promote programs for the tribe's own

good, without their undrstanding, without relating them to tribal tradit ons,

and without their readiness and choice of the goals of the professionals.
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VII. PORTIMD AREA SUMMARY

A. Achievements

1. A gradually expanding staff which has increased from three

professionals in 1969 to 20 MH budgetted positions, and 4 SS budgetted

the Spr ng of 1974. 13 of these staff are Indian Mental

Heal, -kers serving mostly on their own reservations. Two of these

are engaged in training Which can equip them to join the ranks of the

professionals; an informal career lattice beginning with CHR's seems

function at the paraprofessional levela.

2. A well thought out model for delivering consultation services

to Indian communities and IHS Service Unit staffs. This model was devel-

oped and tested on one reservation and then applied with modifications

to the 12 places now receiving Mental Health Services.

3. 'A:lordination with the Social ,,ervices Branch takes place where

apprjpriate at the Service Unit and Area Office level.

4. Arrangements to provide Mental Health Program experIence in

the field for medical students and Residents have remained ilable in two

of the State University Schools of Medicine and have proved to be of

mutual Co IHS, the t ihes involved, and the training programs.

_demiological studies of one reservation and a careful

a alysis of data relating to suicide in the Indi n Populations in this

and other areas.

6. Careful self-observation and analysis of cases seen in consul-

tation, as -ell as of record usage problems has con -ibuted to the develop-

ment of an IHS wide form for recording case contacts in terms of problems

presented and action taken.
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7. A number of special projects, based on coordinating p ofes-

sional expertise and tribal implementation and direction. Among these

are the following:

The Holding Facility and Suicide Prevention program
at Fort Hall.

The Tribal Health program at Warm Springs.

c. The Chemawa Boarding School Alcoholism Program

8. Coordination and collaboration with non federal resources

such as the following:

a. Two community Mental Health CenterS
'Eastern Oregon and Pocatello Idaho)

Sundown M and SWARF Alcohol Treatment Faci i _es

9. Development of the only direct service progr m at the IHS unit

based in the USPHS Hospital in Seattle.

10. Development of contracts for mental health care to supplement

se- ceLy providea and to support staff with clinical back _- services to

r.eater extent than can be provided by Area Off ff.

11. Acti,21ty on the part of many staff at a high level of input

-ith national and regional organizations sharing concerns f_r Mental

Health of American Indians.

12, An impressive publicar on record, par icularly on the part

of Area office staff.

13. Morale seems good as evidenced by low turnover and a sense

of relatively free communication between Area and Service Unit levels

within IHS.
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B. Iroblem s Yet to be Solved

1. As the program proceeds through natural growth to achie

visibility and credibility to increasing segments of Indian pDpulations

and to more I113 personnel, it taxes the physical strengths and time

resources of the central office staff to provide the necessary consultation

senior clinical expertise. The transition toward a decentralized

program is causing growing pains.

2. The consultation model that has been developed workd

most effectively when tribal groups arL fairly cotiesive and have wall

established processes for mobilizing decision making, and communicating

both internally and externiiy. It does not appear to have alternative

modes for interacting with less well organized communities or those where

more than one faction or point of view is prominent.

3. Perhaps related to these rwo problems (the constrairts placed by

time and energy limitations placed on centralized ar,la office consultants

and diffidence About involvement in tribal decision making), is a sense

of separation between professionals and the Indian people on many reser-

vations. distancing ranges form lack of persoral acquaintance with

members of Tribal Committees to a lack of familiarity with d tails of

customs conditions, and even contemporary events. There is apt to be little

participation by IHS staff in Indian dancing or games, or spo:ts and either

under or over appreciation of the importance of these events. There is a

heavy _eliance on the Mental Health Worker to forge the links b tween local

traditions and factions, and an almost overt policy requiring _on-Indian

professionals to rempin detached.

This is a difficult phenomenon t o document and descria. Probably

it stems form the medical aspects of the consultation model, which carry with

them an f,ttitude of detachment from emotional irvolvtament and a heightened
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awareness of the confidential nature of many observatinl MOCh

shared information. In community mental health settin eiomena

affect interactionsth social units in much the snr wny as in -.(11)di-

vidual clinical wizTk they affect interactions with patients cAO.,o

the office .

These observations spggest that the intimate collaboratl.e model

_ed by Dr. Fattison hhs evolved into a pattern which :,- t its

best is like the third alternative he mentions of mutual re pectful

consultation and tends et other times to be more like his first alterna-

tive, separate parallel activity and difficulty in seeing viable alte a-

tives bridging betwen divergent world views. While di- onant in detail

from the model presented in "The Anato y of Consultation", this is a

respectable and even an efficient model, gven the circumstances of only

periodic visits of experts from a distance. As decentralization progresses

it needs t_ be explicitly examined and possible stated more clearly in

ths, orientationof personnel and in presenting options to the Indian

munity.

4. As in most Areas, there is a hill degteee of depende-2e on case

consultations as a vehicle of contact with tribal, and external resource

While thi3 results in cortact with ma agencies it produces regular sched-

uled interactions for only a s -ll percentage.

5. Those programs that provide the subject matter for published

articles are described tn detail but there is a paucity of documentation

for other programs or of general reports at the Area Service Unit level.

To some extent thiq may be mitigated by the automated case contact record

system which will provide more complete clinic 1 race reporting. However

this raw data will not in itself eliminate the reluctance to document

aad describe ordInary programs or situational pobims and follow-up studies
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with the same care and comple_ ness as ha3 been applied to recording

successes.

Ili stating this as a voblem it shL.uld be noted that the defined

focus required for producing publicatior. ias made an outstanding

contribution both within the Portland Area and to collegues at a na-onal.

and international level. It is also recognized that official reports

need to be phrased with caut on and an eye toAttair public relations

impact. These fur --s are atpresent outweighing those which promote a

more general recording of explicit goals- processes, and progress at a

day to day level. This, like decentralization, is probably a develop-

mental stage, and has not as yet reached a crisia point.

6. There has been a very small over all percentage of turnover

among Mental Health Programs Personnel. Those who have moved either

through transfer within IHS or to new duties oytside IHS tend to remain

close contact with staff who remain. This is on the one hand supportIve

r,.adprovides continuity of program development. On the ether hand one

ijr1ers if the process is not a little like cultiyatin shrubberli but

being reluctant to utilize pruning 3hears. If the eeParatM staff iree

established as one might use truned material as c Oaws planted a ancq

ditence frcm the original, then perhaps the sense of lous would. be

lessened, and both could flourish.


